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ABSTRACT 

This book describes the background, di scuss i ons , 
proceedings, and prospects of three consultations held by the 
Statistics Netherlands office under the aegis of the World Health 
Organization Regional Office for Europe. The overall goal of the 
consultations is to facilitate the development of common methods and 
instruments for health interview surveys, especially the* European 
Health for All targets and database. This guide provides specific and 
pract i ce“or i ent ed views of measurement in health, with emphasis on 
the international comparability of methods and instruments. Chapter 1 
reviews the role of health interview surveys in monitoring and 
evaluation of the health for all strategy, ending with a selection of 
health for all indicators that are only or best measured by health 
interview surveys. Chapter 2 presents the background, aims, and main 
discussion topics of the consultations. In Chapter 3, the conclusions 
of the consultations with respect to methodological issues are 
presented. Chapter A, the core of the book, provides a systematic and 
updated description of the recommended common instruments for 
measurement of health for all indicators in health interview surveys. 
Conclusions and future perspectives with respect to the 
implementation and evaluation of common instruments are presented in 
chapter 5. Appendixes (annexes) include a list of participants at the 
consultations, a list of working papers used for preparation of this 
document, recommended instruments for chronic mental conditions, 
examples of showcards for use in administering the instrument for 
socioeconomic classification, and an illustrative set of questions on 
alcohol consumption. (Contains 15A references.) (NAV) 
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The World Health Organi/ation is a speeiali/ed ageney ofthe United Nations 
with primary responsibility for international health matters and piiblie health. 
Through this Organization, whieh was created in 1 948, the health professions 
of over 180 countries exchange their knowledge and experience with the aim 
of making possible the attainment by all citizens ofthe world of a level of 
health that will permit them to lead a socially and ccoiiomically productive life. 

The WHO Regional Office for liiirope is one of* six regional offices 
throughout the world, each with its own programme geared to the particular 
health problems of the countries it serves. The Huropean Region embraces 
some 850 million people living in an area stretching from (ireenland in the 
north and the Mccliterranean in the south to the Pacific shores of Russia. The 
P.uropean programme of WHO therefore concentrates both on the problems 
associated with industrial and post-industrial society and on those faced by the 
emerging democracies of central and eastern ITirope and the former Soviet 
Union. In its strategy for attaining the goal of health for all the Regional Office 
is arranging its activities in three main areas: lifestyles conducive to health, a 
healthy environment, and appropriate services for prevention, treatment and 
care. 

The ITiropean Region is characterized by the large number of languages 
spoken by its peoples, and the resulting dif'llculties in disseminating infor- 
mation to all who may need it. Applications for rights of translation of 
Regional Office hooks are therefore most w'elc(>me. 
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Foreword 



Ailccjuatc health iiiforiiuition support is essential Jor implementiiu^. 
mofiitorinj^ and evaluating, puhlie health action to achieve health Jor 
all. Mthousih many countries undertake the rortine collection of a 
large variety oj health data, most oj' them feel a need to improve their 
health information systems to make them more effeetive in supporting 
health development. Such improvement can have positive implieations 
in at least two ways. 

first, policy-makers and managers can rely on the information 
they reeeive to provide a better foundation for decisio}is on priorities 
for action and the most effective allocation of resources. This also 
means that they have hettet' guidanee in negotiating with other sectors 
for investment in health. Secondly, active participation of all people in 
health development implies that countries, conimninties and individu- 
als can sepat'ately make up their mind on what line ofactioti they will 
take with respect to their health situation. They can only do this if they 
at e appropriately informed. It is therefore a basic tenet of the health 
for all philosophy that people should he giviui the knowledge and 
influence necessary to ensniv their active participation in health 
development. Such knowledge recpiires adetpiate inlonnation. of which 
health statistics are a vital part. 

Infornuttiott in the health Jield is affected by various problems. 
.\vailable dtua are ojten not used to their full potential owing to 
shot'tage of trained staff at}d adntinistrati\ e problenis. h'nrthetinore. 
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there are frequently clejicieneies in the data produced, in respeet of 
such factors as relevance, timeliness, reliability, (-aordination and 
cooperation in data c(dlection and processiin^. 

From the perspective of the health for all stratcoy, how ever, the 
quality of the data also depends on tw'o other factors: inteniational 
comparability and relevance for the measurement ofaptitics it\ health. 
The latter presupooses that appropriate suhy,roups of the population in 
question are included in the measurement and analyst soj health levels, 

Wheti e,\amined agaitist this background, c.xistina data collection 
methods and instruments differ in their relative merit. It is tint difficult 
to recognize the several advcmta^.^es of health interview survevs. Thev 
are population-based and. therefore, represent all .sub{^rou/)s of the 
population, including, the underprivHcy,ed and the non- users of health 
services, which is essential for monitorbn^ health ftr all- They are also 
the only (or at least the most important) tool for assessini^ certain 
dimensions of health, such as perceived health, quality of life, patterns 
of per.sona! behaviour and the implications of health problems for day- 
to-day functioning and weUheinii, In addition, through a combination 
of health variables and socioeconomic and demoy^raphic characteris- 
tics. survey data permit an integrated description of' health status and 
its determinants. Other information from health iiuerview surveys. 
e.{^. data on consumption of health care, can compleifumt the informa- 
tion from other sources and thereby potentially increase its usefulness. 

Althou<^h many countries employ health interview surwys to pro- 
vide information for a ranine of health indicators, inyrnafioned com- 
parison of this type of data has po.sed problems owiny^ to differences in 
the methods and instruments used. Limited internatiiUial c'omparabil- 
ity also means limitations in the use of' data at national level, since 
comparisons with other countries may be important for many health 
decisions. 

1 he need to improve this situation has become more /)ressini^ with 
the adoption of the health for all strategy, and in particular the 
formulation of the specific health for all targets fm' the European 
Reyion of the World llccdth Organization (WHO). The need has been 
recognized by data producer's, data users, different levels in national 
administrations, and the international ory^anizations. ,\lore spccificallv. 
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fliis led Sfafisfics Ncihoiands, under (he aegis of the WHO Regional 
Office /'or Europe, to organize a series of international consultations 
with those involved in national health interview' surveys. So far, three 
such consultations have been held "to develop conwion methods and 
instruments for health interview surveys", and attempts have been 
made to evaluate the recommendations, to assess their feasibility and 
to initiate a process of practical implementation. The outcomes of 
these activities are summarized in this book, which provides a solid 
foundation for future w'ork in the area. 

.More recently, the importance of this project has greatly in- 
creased, as the underlying .structure of national and international 
interrelations in the European Region has changed profoundly. zJ// 
countries are searching for new' or more effeciive forms of integration, 
although the obstacles to, speed of, and e.xpecfed outcome.^ of this 
pursuit may differ. 

The main challenge for the immediate future is the implementation 
of the agreed common instruments for health interview' surveys. H hen 
more and more countries start using the instruments in their national 
snrvcvs. the /x^ssibilitics for comparative analysis will increase, in 
particular as related to the monitoring of health for all strategies. 
.Iccnmnlated experience with these instruments w'ill facilitate the 
fntnre development and improvement of measurement methods and 
instruments, and thus further the very basic goal of internationally 
comparable or standardized measurement of key health indicators. 



A.P.J. Abrahamso 
Director-deiieral 
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J.IA Asvall 

Regional Director 

WHO Regional Office for Europe 
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introduction 



Since the adoption by the World Health Organization in 1977 of the 
strategy of health for all, countries have become more aware of the 
need for adequate information for policy formulation, implementation 
and monitoring. Target 35 of the health for all strategy of the European 
Region of WHO states that health information systems in all Member 
States should acli\ ely support the formulation, implementation, moni- 
toring and evaluation of health for all policies. To achieve this target, 
health information systems should, inter alia, use appropriate indica- 
tors to measure progress towards health (for all) targets and provide for 
minimum data sets based on internationally agreed standards (1). The 
adoption of the health for all targets and indicators by the European 
Region resulted in the establishment of a regular monitoring and 
evaluation process, which has helped countries to see their information 
needs more clearly. It appears that information in the health services is 
often geared only to the allocation of resources and the control of 
spending, not to the need to evaluate services and patient outcomes 
Population-based data - on morbidity, disability, the use of services, 
lifestyles and positive health - have not received the attention their 
importance warrants. It was therefore considered necessary to explore 
further the role of population or health interview surveys in the health 
for all monitoring and evaluation process, and to dex elop standardized 
methods and instruments for such surveys. 

To facilitate the development ol'common methods and instruments 
for health interview surveys, a series of international consultations has 
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been organized by Statistics Netherlands under the aegis of the WI IO 
Regional Office for furope ( 2 - 4 ), The background, discussions, 
proceedings and prospects of the three consultations held so far are 
described in this book. 

In 1979, the WHO Regional Office for Europe and the International 
Epidemiological Association issued a publication on the concepts and 
processes in the measurement of health ( 5 ) followed in 1 987 by another 
on the measurement of impro\ ements in health through programmes of 
disease control and health promotion ( 6 ). These two publications 
provided an overall view of measurement in health and some examples 
of methods and their use. The focus of the picscnt book is more specific 
and practice-oriented: it deals with the measurement of health for all 
indicators in health surveys, with emphasis on the international compa- 
rability of' methods and instruments. By gi\'ing concise and structured 
information o i sur\ey methodology and recommended measurement 
instruments, ll ,e aim is to provide a reference source for all those invoU ed 
in the planning and implementation of health information systems in 
general, and of health intcr\'icw sur\'cys in particular. 

In Chapter 1 the role of health interview sur\ cys in monitoring and 
evaluation of the health for all strategy is described, ending with a 
selection of health for all indicators that are only or best measured by 
health interview surveys. This list of indicators has formed the basis of 
discussion in the three consultations. 

The background, aims and main discussion topics of the Consulta- 
tions to Develop Common Methods and Instruments for Health Inter- 
view Surveys arc highlighted in Chapter 2. In Chapter 3 the conclu- 
sions of the consultations with respect to methodological issues in 
health interview surveys are described. Chapter 4 forms the core of the 
book. gi\'ing a systematic and updated description of the recommended 
common instruments for measurement of health for all indicators in 
health intcr\ iew surveys. It should be noted that the recommendations 
of the consultations arc based on experiences in the European Region 
of WHO and in some industrialized countries outside the Region: their 
applicability in other regions and cultures has not been discussed. 

The book ends with some eonclusions and future pcrspccti\ cs with 
respect to the implementation and evaluation of common instruments 
(Chapter 5). 
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Health for all Strategy 
and the Role of Health 
Interview Surveys 



The Member States of WHO. in launching the worldwide movement 
for health for all in 1977. decided that the “main social target of 
governments and WHO in the coming decades should be the attainment 
by all citizens of the world by the year 2000 of a level of health that will 
permit them to lead a socially and economically productive life" 
(resolution WH A30.43 ). In starting this process. Member States recog- 
nized that it would require major efforts by all the countries of the 
world to keep the momentum going. At the International Conference 
on Primary Health Care, organized jointly by UNICEF and WHO in 
Alma-Ata, USSR in 1978. Member States agreed on the minimum 
content of primary health care, which was seen as the key to achieving 
health for all. In 1979 the World Health Assembly launched a global 
strategy for health for all by the year 2000 (resolution WH A32.30) and 
also agreed to adapt and expand the global strategy to meet the specific 
needs of regional and national circumstances. 

At the thirtieth session of the Regional Committee, in Fez in 
September 1980. the Member States of the WHO European Region 
approved their first common health policy: the European strategy for 
attaining health for all ( 7 ), This strategy calls for a fundamental change 
in national health policies; it urges that high priority be given to health 
promotion and disease prevention, that all sectors with an impact on 
health take positive steps to maintain and improve health, that greater 
stress be placed on the role that individuals. Eimilies and communities 
can play in health development, and that primary health care be the 
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major approach to bringing about these changes. It also calls for the 
formulation of specific regional targets to support the implementation 
of the strategy. 

The Regional Committee accordingly adopted 38 specific regional 
targets at its thirty-fourth session in Copenhagen in September 1984. 
Also proposed were 65 essential regional indicators or groups of 
indicators, incorporating the 1 2 global indicators, to be used as a means 
of assessing progress towards attainment of the targets (S). In 1991, the 
38 regional health for all targets were updated and, together with a list 
of indicators, adopted by the Regional Committee at its forty-first 
session in Lisbon (I). 

The commitments made by each European Member Slate go be- 
yond mere acceptance of a common health policy. To ensure that their 
pledges arc followed by concrete action. Member States have under- 
taken to follow iheir own progress towards health for all by means of 
systematic and regular monitoring and evaluation. They have also 
agreed to submit reports periodically for consideration by them all at 
the Regional Committee and the World Mealth Assembly. This coop- 
erative process will provide all the countries with information and 
feedback on the prevailing health and socioeconomic situation. It 
should also make it easier to reach rational decisions on any adjust- 
ments and modifications that need to be made in national, regional and 
international health policies and strategies, the intention being that, by 
sharing their experiences, countries will learn from their individual 
successes and failures. 



THE EUROPEAN HEALTH FOR ALL MONITORING 
AND EVALUATION FRAMEWORK 

Monitoring is defined as the maintenance or regular checking of 
ongoing activities or programmes with respect to predefined objec- 
tives. The purpose is to record what the system is actually doing at 
present and to detect possibh' deviations from the decided course of 
action. There is a difference between monitoring and surveillance: the 
latter refers to an ongoing observation of the health status of a popula- 
tion and the factors that may affect it, and is undertaken with the 
purpose of detecting possible changes at an early stage and initialing 
appropriate action. 
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Evcihuifion goes a step further than monitoring in that it attempts to 
attach value to activities, services, etc. in order to assess liow good 
these arc. 

The main requirement of the monitoring and ex aluation process is 
that it should be useful to policy- and decision-makers in their appraisal 
of activities or programmes. It should therefore be timely, and answer 
at least some of the questions that policy-makers deal with. 

The European targets have been carefully developed by Member 
States and the WHO Regional Office for Europe to meet the needs of 
the European Region. Therefore, from the beginning, health for all 
monitoring and evaluation reports have followed the structure of the 
regional health for all targets. Health for all monitoring and evaluation 
e.xerciscs and successive reporting of progress have taken place alter- 
nately, every three years, since 1984-1985. 

Each successive monitoring and evaluation has brought about a 
greater understanding of the responsibilities and purpose of the exer- 
cises for the European countries, the Regional Office and WHO 
headquarters and, most importantly, of the value of sharing collective 
experience. This has led to continuing improvements in the monitoring 
and evaluation framework, i.e. the process, mechanisms and tools used 
for monitoring and evaluation. There follows a short account of the 
main events of the monitoring and evaluation process so far. 

The 65 essential indicators, or groups of indicators, adopted by the 
Regional Committee in September 1984 were used in the 1985 evalu- 
ation exercise. In the light of the results of that first evaluation of the 
health for all strategy (9) these indicators w'erc revised, a process in 
which many institutions and individuals participated. On the basis of 
the results, the Regional Committee in 1987 adopted a revised list of 
indicators and procedure for monitoring progress (10). This set of 
indicators (73 essential, 63 supplementary) was used in the 1987-1988 
monitoring exercise, the results of which were presented to the Re- 
gional Committee at its thirty-eighth session in 1988. 

Following the 1987-1988 monitoring exercise, the indicators and 
the monitoring procedure were revised again in order to simplify the 
process further and give it greater focus in preparation for the second 
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health for all evaluation in 1991. The changes of substance, as adopted 
by the Regional Committee at its fortieth session in 1990 (II). are 
summarized below. 

• A flexible “situation assessment" regarding progress towards 
each target in individual countries was introduced. It requires 
qualitative description and provides reference points that have 
replaced the former “non-quanlitative indicators'*. 

• About one third of the indicators were left unchanged and about 
one sixth were reformulated: a small number of new indicators 
were introduced. All others were either included in the situa- 
tion assessment or deleted. 

• The global indicators and evaluation framework were incorpo- 
rated into the regional framework so as to a\oid the need for 
Member Stales to produce two reports according to two sepa- 
rate frameworks (as had been the case in previous exercises). 

• A distinction was no longer made between essential and sup- 
plementary indicators, since some of the latter had been found 
to be very important. 

The purpose of the second evaluation (12) was not only to estimate 
the level of achiex ement of health for all but also to see which factors 
and constraints influenced progress. It indicated that in many countries 
some information is simply not available at central level because 
developments at local and community levels, such as in the areas of 
lifestyles and health promotion, are not always monitored centrally. 
Furthermore, it showed that international comparability of health 
information still needs to be improved through greater standardiza- 
tion of definitions and methods of data collection and processing 
(c.g. surveys). 

HEALTH FOR ALL INDICATORS DEFINITION 
AND PURPOSE 

Indicators arc usually numerical (ratios, proportions, rates), although 
they can also be qualitative (e.g. existence or absence of a sign, event, 
etc. that has been shown to be important). Qualitative indicators, and 
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especially meaningful combinations of them, sometimes provide in- 
valuable insights into the situation and may be preferred by decision- 
makers. In the context of the health for all strategy, indicators are 
defined as variables that help to measure change in the level of 
achievement of the health for all targets ( 13 ). This definition is not 
restricted to numerical indicators. 

Indicators concentrate on key measurements that permit a judge- 
ment about the whole process. In other words, they reduce the number 
of possible measurements to a few that are necessary and sufficient for 
a given purpose. In that sense, indicators already incorporate knowl- 
edge about what is important (priorities) and also provide a way of 
dealing with what is frequently a very large amount of information. 

Mealth indicators in general, and health for all indicators in particu- 
lar. serve scweral purposes: 

• they are an important tool of health policy formulation and 
implementation, as set out below in the section on health lor all 
indicators and health policy; 

• lhc\’ are used to measure progress, i.e. they are used lor moni- 
toring and evaluating the health situation with respect to speci- 
fied (health for all) objectives: 

• they can provide yardsticks whereby countries can compare 
their own progress with that of other countries, especially those 
al similar levels of socioeconomic dcwelopment; 

• although they may not be measurable at present because no 
adequate information is in place, they are nevertheless adopted 
for use because they point to what needs to be done (guidance 
for action, including information systems development): and 

• they have a communication and coordination function: for 
example, when decided in a proper consultation process they 
constitute an important message to the community about agreed 
priorities. 

Health for all indicators follow the same structure and logic as 
health for all targets. They eover the health status of the population and 
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the main health determinants, i.e. lifestyles, environment, health care and 
general suppon to health development, including health research, poli- 
cies. training, information, etc. Not all the health for all targets have 
stati.stical (quantitative) indicators, as progress towards some of them is 
difficult to measure directly in quantitatixe terms. In such cases a textual 
description of the situation and the progress is used. Most statistical 
indicators arc related to health status targets (1-12). fewer are formulated 
for lifestyles (targets 13- 17). environment (targets 1 8 -25) and health care 
(targets 26- 3 1 ) and only a few are available for the support targets 32-38. 



HEALTH FOR ALL INDICATORS AND HEALTH POUCV 

One aspect of health policy is the development of policy objectives. 
Objectixes may be based on comparisons of concrete data (the empiri- 
cal approach) or not (the theoretical approach). Both approaches haxe 
their adx'antages, and in reality a policy objective may be based on a 
combination of the txvo. The empirical approach may be preferable in 
instances xvhere health policy is not dex e loped at the national Icxel. but 
rather emerges from decentralized negotiations betxveen those supply- 
ing and those paying for serx ices. Relevant and differentiated health 
indicators are a sincqiui non for a health information system capable of 
supporting the development of policy objectixes, 

Indicators arc used in health policy for different purposes: to formu- 
late policy objcctixcs: to implement health policies by means of the 
managerial process: and to evaluate the effect of health policies. 1 lealth for 
all indicators prox'idc the necessaiy data for example on the distribution 
of health problems and risk factors for health problems, trends, resource 
allocation and outcome of care to support these activities. 

The same type of information is often required for policy-makers at 
the local, regional, national and international levels, but it may be 
analysed, interpreted and presented in different xvays. lixperience 
shoxvs that information on a number of health for all indicators is 
available at the local, regional and national levels. Such indicators are 
useful for highlighting variations and extremes that hax e policy impli- 
cations. xxiiich in turn may help in understanding better the health 
needs of populations, in targeting services to identified needs, and in 
monitoring the outcome of the services, lixamples of indicator-based 
policies at the national lexel are heart disease canipiiigns. financing 
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services for I IIV/AIDS. and screening for cancer; local lc\cl examples are 
tlie reduction of perinatal and infant moilality, and the provision of 
antenatal eare for residents of small areas. Apart from data from health 
services, health intei'vicw surv eys are an important source ot data for such 
indicators and have proved to be invaluable for health management, 
planning and evaluation. Many sui'vey-based data have contributed to 
government decisions (14). Finland, for example, drafted a public health 
law on the basis of health interview survey data (15.16) and the United 
States Government used survey data to tormulate the legislation toi' the 
Medicare and Medicaid programmes (1 7). Furthermore, existing national 
statistics have been complemented by additional data from health inter- 
view surveys, which has increased their usefulness substantially (14). 

In some countries, the health for all strategy and the monitoring 
process have already had spin-offs at the policy level, such as the 
setting-up of research programmes on inequities in health, determi- 
nants ol health. AIDS and chronic diseases; the strengthening ot 
preventive policy; the development of new monitoring systems; and 
the strengthening of epidemioUigy at local levels (!((). 

INFORMATION SOURCES 

The data sources that can provide information for health for all indica- 
tors can be classified into three main groups; 

• comprehensive statistical records already cstahlished ioi' health 
or other purposes; 

• ad hoc (and not necessarily comprehensive) investigation or 
surveillance systems within the health services; and 

• ]vopulation surveys. 

A more detailed classification and discussion has been published 
by WHO (15). 

Existing; Statistical Records 

Examples of statistical records already established for health or other 
purjvoses include administrative records such as those used lor 
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demographic indicators (including information on topics such as abor- 
tion rates and distribution ofage at delivery), mortality indicators, data 
on accidents (motor vehicle traffic accidents in most countries, other 
types of accidents also included in some), supply of tobacco, alcohol 
and various nutritional elements, literacy and education rates, human 
and other resources for health, and coverage rates for various health 
services. Registration programmes are also used for various health 
conditions (cancer, cardiovascular diseases and other chronic diseases, 
including mental health problems). They have the advantage of conti- 
nuity, but are usually costly to maintain and often limited in geographi- 
cal coverage. 



The information available through these systems is usually pre- 
sented in a way that is either standard or can be recalculated to permit 
a standardized presentation. In the case of registers that are limited to 
certain geographical areas or otherwise defined groups, the informa- 
tion cannot be extrapolated to the total population but time trends can 
be as.sessed. Some elements, howe\er, do not pro\ ide satisfactory 
information in practice; 



• reports ol occupational diseases or accidents, where practices 
may vary between countries and over time to such an extent that 
even within-coLintry trend analysis may be difficult; and 

• reports of notifiable diseases, which |' resent few problems of 
identification but may involve scvcio problems of under- 
reporting. 



Ad hoc Investigation or Surveillance Systems 
within the Health Services 

The main example of this type of system is the “sentinel physician" 
surveillance system applied in several countries, in which a limited 
number ol general practitioners are asked to report on a defined list of 
carefully chosen topics (which change from time to time) to comple- 
ment the information collected routinely or through registries. A senti- 
nel network supplies regular and standardized reports on specific 
diseases and procedures in primary health care, and usually has a 
coverage of around l"n of the national population ( 1 ^). 
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Population Surveys 

The term "population surveys" is given to a form of data collection in 
which a sufficiently large number of respondents (but usually a small 
sample of the total population), representing the target population, is 
questioned in a systematic and structured way. Population surveys can 
bo used to investigate living conditions, housing demands, the labour 
force, health, nutrition, etc., or a combination of these. Health inter- 
view surveys arc a type of population survey that includes questions on 
health characteristics (perceived health, diseases, disability), health- 
related behaviour (e.g, smoking, exercise), the use of health services 
(including preventive services) and a variety of demographic and 
socioeconomic characteristics. The household is often the sample unit 
used in surveys and therefore the term "household survey" is also 
commonly used. 

The term "health interview survey" as used in this book refers to all 
types of population survey with a health questionnaire as a component. 
Furthermore, the term is not exclusively used to denote a survey by 
means of faee-to-lace interviews, but can also refer to telephone 
interviews and postal surveys. Health interview surveys may also 
contain a health examination component, 

Health interview surveys are relevant for those health for all 
indicators that are based on: 

• information that cannot be collected routinely through regis- 
tries: 

• information outside the realm of services altogether (and can- 
not therefore be adequately collected through health care re- 
lated systems such as sentinel surveillance programmes); and 

• iniormation that can be collected from the general population 
directly. 

One oft he additional benefits of health interview survey data is that 
they can be used to explore the interrelationships betw'een self-assessed 
health, health-related behaviour, use of services, and social, economic 
and demographic \’ariables. h‘or instance, the area of' equity in health 
requires data that can be differentiated by socioeconomic status, I lealth 
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intciA'icw siiiA'cys arc ihcrdbrc an ofnciciit and rich source oi'inibrma- 
tion for many indicators. 

Inibrniation ibr many oi'tlio health for all indicators can only or can 
best bo oollootod by sample surveys of the population. This applies 
mainly in the areas ol‘: 

• seli-perception cd‘ health status and the indieators related to 
disablement; 

• lifestyle-related indieators (smoking, alcohol consumption pat- 
terns. breast-feeding, nhysieal activity) and indieators related 
to health promotion; 

• (in some countries) indicators related to environmental health 
(water sanitation, housing); and 

• those aspects of liealih serx iee provision and use where indi- 
\ idiial response is a major factor (e.g. lamily planning). 

In summary, the relexance of health intervicxv surveys for the 
purposes of health for all lies in the prox'ision of data for health for all 
indicators that cannot sufllciently or enieiently be assessed by other 
methods, and in the possibility of inxestigating relationships xvith other 
health for all indieators and background characteristics. 



HKALTH FOR ALL INDICATORS THA I ARE OMA OR 
BEST MEASURED \l\ A HEAL I H INTERMEW SURMA 

On the basis of the original list of proposed health for all indicators OSV 
a list of indieators xvas selected for xvhich health intervicxv surveys 
may be relevant (in some eases in addition to other sources). This list 
xvas etuupiled by a xvorking group during the llrst C'onsultation to 
Develop C\unmon Methods and Instruments Ibr Health Intervicxv 
Surxeys in H)8X (2). Because ol‘ subsequent revisions in targets and 
indieators. the list has undergone a number of changes; the most recent 
list ('fable 1) is based on the Hb)l revision ol'the health for all 
targets (I ). 

'fhe revisitms referred to haxe resulted not only in changes in 
xxcu'ding. but also substantial transliuanations. deletitms and additions 
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Table I . List of health for all indicators 
for which health interview surveys are relevant 



Equity in health (target I ) 

1.1 Differences in health status between countries 

1.2 Differences in health status within countries 

Health and quality of life (target 2) 

2.2 Assessment of perceived health® 

2.6 Assessment of social health and support 

2.7 Assessment of quality of life 

2.8 Healthy life expectancy: indices linking life tables with functional 
aspects of health 

Better opportun/t/es for peop/e with disabilities (target 3) 

3.2 Percentage of disabled persons of working age engaged in regular 
occupational activities® 

3.3 Assessment of quality of life for people with disabilities 

Redi/cf'ng c/irom’c disease (target 4) 

4. 1 Number of days of temporary disability per person per year, by age 
and sex® 

4.2 Percentage of the population experiencing different levels of long- 
term disability, by age and sex® 

4.5 Disability-free life expectancy at birth and at ages I , I 5, 45 and 65 
years, by sex® 

4.6 Incidence and prevalence of selected chronic conditions: all ages, by 
sex; people aged 65 years and over, by sex® 

4.9 Long-term incapacity for work, by age and sex 

Healthy aging (target 6) 

6.5 Assessment of quality of life for those aged 65 years 
and over 

Reducing mental disorders and suicide (target 12) 

I 2.2 Assessment of quality of life for people with mental disorders 

I 2.3 Mental health® 

Healthy living (target 16) 

I 6.4 Percentage of neonates having a birth weight of at least 2500 g® 
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Table I (contd) 



16.5 Percentage of children with acceptable weight for age and/or weight 
for height 

16.6 Percentage of children breast-fed at six weeks, three months and six 
months of age° 

16.7 Energy expenditure patterns, by age, sex and socioeconomic groups: 
total daily energy expenditure, daily energy expenditure for physical 
leisure activities, energy expenditure for physical leisure activities of 
higher intensity 

16.10 Distribution of body mass index by age and sex. including percent- 
age of population with a body mass index (weight/height^) greater 
than 30 kg/m^ ° 

16.1 I Adequate nutrition 
16.12 Exercise^ 

Tobacco, alcohol and psychoacf/Ve drugs (target I 7] 

17.2 Distribution of alcohol consumption by quantity consumed, age and 
sex 

17.3 Consumption of the principal narcotic drugs covered by the Single 
Convention on Narcotic Drugs, 1961 (as amended 1972) 

17.6 Consumption of pharmaceutical psychotropic substances 

17.10 Proportion of population who: 

- are nonsmokers” 

- are heavy smokers (20 or more cigarettes per day)” 

- have never smoked” 

- have stopped smoking for the past two years” 

- have reduced smoking for the past two years” 

Humon eco/ogy and settlements (target 24) 

24.3 Proportion of population that is homeless and proportion of popula- 
tion that lives In substandard accommodation 

” An instrument for this indicator (or part of it) has been recommended by the 
first, second or third Consultation to Develop Common Methods and Instruments for 
Health Interview Surveys (see the section on recommended instruments on page 5 I ). 



of indicators. Several of the iniprovenieiits are the result ol’the reconi- 
mendations of the C'onsiiltaiions to Develop Coinnion Methods and 
Instruments for Health Interx'iew Surveys, which are described further 
in Chapter 2. 
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Developing Common 
Methods and Instruments 

for Health 
Interview Surveys 



As pointed out in the previous ehapter, it has beeome generally ac- 
eepted that health interview surveys are invaluable for health informa- 
tion systems beeause they provide eomplete, comprehensive and inte- 
grated information about health, health-related behaviour, medical 
consumption, and personal and household characteristics. Analysis is 
not frustrated by limitations in variables, as it is possible to include in 
the questionnaires the necessary background information about the 
respondent and his or her family. Health interview surveys are a 
relatively cheap and quick tool, especially when compared with the 
costs of routine data collection by health care agencies. 

An increasing number of countries in the European Region ha\ e 
already had experience with health interview surveys within their 
national health information framework. Statistics Netherlands, for 
example, has eondueted a continuous health intcrx'iew survey since 1981. 
Outside the European Region well known examples include the health 
interview surx'ey in the United States, undertaken continuously since 
1957, health interx'icw surveys in .lapan, in progress since 1953, and the 
impressive disability surx'cys eondueted by Statistics Canada since 1983. 

In the 1980s. increasing contacts between statistical bureaux, min- 
istries of health and individuals in various countries pointed to the need 
for an international exchange of knowledge about the methods and 
instruments for health interview sur\eys. This need was e\'ident trom 
two observations. 
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1. Despite the undisputed relevanee ofhealtli interview surveys for 
health information systems and tlie existenee of eontinuous liealth 
interview surveys in some eountries, many eountries carry them out on 
an ad hoc basis if at all. These sur\eys seem to ha\'e developed largely 
independently, and decisions about them and the questions they ask arc 
made in the specific context ofhealtli problems, health care systems 
and policy issues in existence at any particular time in the different 
countries. Not surprisingly, this gi\ es rise to a \ ariety of technical 
solutions. However, many of the differences in sur\cy methods and 
instruments seem to be unnecessary. 

2. A great number ofhealtli for all indicators appear to be completely 
dependent on the a\ai lability of data from health interview surveys (sec 
Chapter 1). The health for all monitoring and evaluation exercises 
showed that information on only a small proportion of these indicators 
was available in a sufficient number of countries. Unless significant 
improvements arc made in this situation, the lack of information will 
hamper monitoring of progress towards the targets that depend on 
survey indicators. WHO therefore has a great deal of interest in 
ensuring a high level of comparability between countries with respect 
to the measurement of health for all indicators. Other well known 
endeavours to attain international comparability of health statistics are the 
u.se of the International Classification of Diseases (20). most importantly 
to code cause of death, and the more recently de\ eloped International 
Classification of Impairments. Disabilities, and Handicaps (ICIDH) (21). 

Although many countries have been conducting health interview 
surveys for many years, international comparison of survey data is a 
relatively new issue. The lack ofavailability and comparability of these 
data has been found to be a major constraint in this regard. 



COVERAGE OF HEALTH FOR ALL INDICATORS IN 
HEALTH INTERVIEW SURVEYS (1980-1990) 

To gain more insight into the coverage of health for all indicators in 
health interview surveys, an inventory study was carried out in 1 990 by 
Statistics Netherlands, at the request of the WHO Regional Office for 
Europe (22.23). by means of a questionnaire to all statistical bureaux 
and rele\’ant research institutes of the countries in the European Region 
and some selected countries outside the Region (Australia. Canada. 
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Japan and the United Stales). The total response was 59 questionnaires 
from 33 bureaux, persons and/or institutions in 26 eountries. 

This inventory provided information on 17 of the health for all 
indicators for which health interview surveys are relevant (see Ta- 
ble 1 ); the results are summarized in Table 2 and Fig. 1 . The data tor 
each of these 1 7 indicators were collected by at least one country. The 
study showed that there is considerable variation in the number of 
indicators that countries cover by means of a survey; the greatest 
numbercoveredby any country w'as 15 and the smallest 2. Indicators such 
as perceived health (2.2), long-temi disability (4.2) and smoking (17.10) 
were covered by surveys by almost al 1 countries, while others such as birth 
weight (16.4) were covered in only a few countries. In general it can be 
concluded that coverage by survey is most frequent for the selected 
indicators relating to different aspects of health status (targets I - 12), 
followed by the indicators on healthy lifestyles (targets 13-17). 

The study included an inventory of the actual survey methods and 
questions used in the different countries in collecting information on 
health for all indicators. Differences were found in the method of 
sampling, the inclusion or exclusion of certain institutionalized groups 
(e.g. in nursing homes, prisons, military barracks), the method of data 
collection and the actual wording of questions. The study also showed 
that many questions, w'hich in principle apply to the same indicator, 
cannot provide comparable results because they lack uniformity. All 
these differences limit the comparability of data from different coun- 
tries, and confirm the need to develop and use agreed standards in 
surveys. 

The study also showed that the available international data from 
health interview^ surveys in the period from 1980 to 1990 are not very 
suitable for health for all monitoring. Some health for all indicators for 
which information can only or best be collected by means of a survey 
are only covered in a few countries; but also when the indicators are 
covered, the results are often not comparable. International and 
interregional comparisons of population-based data on health condi- 
tions and determinants, which arc of paramount importance for setting 
health objectives and for good management of resources, arc therefore 
considerably restricted or even impossible. However, it was also 
concluded that most of the differences in health interview surveys 





Table 2. Coverage of health for all indicators in health interview surveys in various countries, 1 990° 



Count:'/ 



Indicator 

2.2 3.2 4.1 4.2 4.5 4.6 4.9 16.4 16.6 16.7^’ 16.10 16.11 17.2 17.3 17.6 17.10^24.3'' Total' 



Austria 

Belgium 

Bulgaria 

Denmark 

Finland 

France 

Germany^ 

Hungary 

Iceland 

Ireland 

Israel 

Italy 

Netherlands 

Norway 

Poland 

Portugal 

Spain 

Sweden 

Switzerland 

Turkey 



X X 

X X 

X X 

X X 

X X 

X X 

X 

X X 

X X 

X X 

X X 

X X 

X X 

X X 

X X 

X X 

X X 

X X 



X 

X 

X 

X 

X 

X 



X 

X 

X 

X 

X 

X 

X 

X 



X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 



X 

X 

X 



X 



X 

X 



X 

X 

X 

X 

X 

X 



X 

X 

X 

X 

X 

X 

X 

X 



X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 



X 



X 



X 



X 



X 



X 



X 

X 

X X 

X X 

X X 

X 

X 

X X 



X X 

X X 

X 
X 

X X 

X X 

X X 



X 



X X 

X 

X X 

X X 

X X 

X X 

X X 

X X 

X X 

X X 

X 

X 

X X 

X 

X X 



X X 

X 

X X 

X X 



X X 

X 
X 

X 

X 

X 



X X 9 

X 7 

X X 13 

X 12 

X X 14 

X 13 

X 5 

X 10 

X 9 

X 5 

X 5 

X X 14 

X 15 

X X 12 

X 10 

X 6 

X 12 

X X 13 

X 13 

X 2 
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Table 2 (contd) 



Country 




















Indicator 


















2.2 


3.2 


4.1 


4.2 


4.5 


4.6 


4.9 


16.4 


16.6 


I6.7‘> 1 


6.10 


16.1 1 


17.2 


17.3 


17.6 


17.10^ 


24.3'' 


Totar 


United Kingdom 


X 


X 


X 


X 


X 


X 


X 


X 


X 


X 


X 


X 


X 






X 


X 


15 


Subtotal. 

European 

Region 


19 


18 


15 


18 


7 


15 


16 


5 


5 


12 


14 


13 


15 


4 


10 


19 


9 




Australia 


X 


X 


X 


X 




X 


X 




X 


X 


X 




X 


X 


X 


X 




13 


Canada 


X 


X 


X 


X 




X 


X 






X 


X 


X 


X 


X 


X 


X 




13 


Japan 


X 




X 


X 




X 


X 






X 


X 


X 


X 






X 




10 


United States 


X 


X 


X 






X 


X 




X 


X 


X 


X 


X 






X 




1 1 


Total® 


23 


21 


19 


21 


7 


19 


20 


5 


7 


16 


18 


16 


19 


6 


12 


23 


9 





° Adapted from Evers (22)'. this table includes only the indicators of this study that are also included in the 1993 list of indicators {see Table I of the source). 
^ Data based on 1987 definition, “amount of time spent daily on voluntary physical activities" (10). 

^ "x" means that one or more of the five components of this indicator (Evers (22j, Table () are covered. 

^ "x“ means that the component “proportion of population that lives in substandard accommodation" of this indicator (Evers (22). Table 1) is covered. 

^ Out of 1 7 indicators. 

^ Information relates to the Federal Republic of Germany prior to reunification. 

P Out of 25 countries. 
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Fig. 1. Coverage of health for all indicators 
through health interviev^ surveys 
in countries of the European Region, 1990 
(total number of indicators = 17)° 




" Adapted from Evers ( 22 ). 

^ Information relates to the Federal Republic of Germany prior to reunification. 



The designation and the presentation of material on this map of the WHO European 
Region Member States (as at 31 August 1995) do not imply the expression of any 
opinion whatsoever on the part of the World Health Organization concerning the 
legal status of any country, territory, city or area or of its authorities or concerning 
the delimitation of its frontiers or boundaries. 
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could be harmonized by using common methods and questionnaires, 
cut-off points and classifications. 

HEALTH INTERV IEW SURVEY PROJECT 

It was felt that the situation regarding the lack of comparability of 
survey data would be improved by encouraging those involved in 
health interview surveys at national level to benefit from each other's 
experience and to learn from each other's successes and failures by 
means of international meetings and the creation of a network of 
experts in the area. The major long-term objective was twofold; 

• to develop common methods and instruments (questions) for at 
least a core set of health for all indicators: and 

• to gel these used by countries in order to achieve better inter- 
national comparability and enhance the value and use of survey 
results. 

following an intensified exchange of views between the WHO 
Regional Office for Europe and Statistics Netherlands, the Regional 
Office requested Statistics Netherlands to organize the first Consulta- 
tion to Develop Common Methods and Instruments for Health Inter- 
view Surveys. Sponsored by the Regional Office, this took place in 
June 1988, followed by the second Consultation in September 1990 
and the third in September 1992. 

Common knowledge and collaborative research accumulated in 
connection with the consultations. With the respective rounds of health 
for all monitoring and evaluation, the proceedings of the consultations 
were disseminated and data on the health for all indicators collected. 
However, it was also necessary to obtain more complete feedback from 
Member States on the progress that could be expected in collecting 
internationally comparable data, both immediately and in the longer 
run. These aspects of the project are described on page 28. 

CONSULTATIONS TO DEV ELOP COMMON METHODS 
AND INSTRUMENTS FOR HEALTH INTERVIEW SURVEYS 

l*or each consultation, a number of experts were invited who were 
involved in health interview surveys in the European Region or in 
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selected countries outside the Region (Australia, Canada, ,lapan and 
the United States) where continuous or at least regular surveys have 
been carried out. The participants in the three consultations are listed in 
Annex 1. 

The aims of the three consultations can be summarized as follows: 

• to review the regional health for all indicators, including re- 
vised and new ones, for which information can best be provided 
through health interview surveys: 

• to consider whether thu list of health for all indicators lacks 
relevant indicators normally covered by health interview sur- 
veys and, if appropriate, to recommend additional indicators: 

• to develop common methods and instruments for collecting 
information for the above-mentioned indicators (this relates to 
review and coordination of existing instruments and the devel- 
opment of new instruments): 

• to provide an overview of and to discuss current and future 
health interview surveys in the European Region and selected 
countries outside the Region, in order to assess the implications 
for collecting information on health for all indicators in these 
countries: 

• to discuss the possibilities of including recommended common 
instruments in current and future health interview surveys. 

In each consultation a number of general subjects related to these 
aims were discussed. However, most of the time was reserved for the 
development of common instruments for specific health for all indica- 
tors. The main discussion topics were introduced by means of working 
papers prepared by the participants (sec Annex 2). An overview of the 
main discussion items in the three Consultations is given in Table 3. 
Reports have been produced for all three consultations ( 2 - 4 ), For 
1 1 indicators, common instruments could be recommended during the 
consultations (sec the section on recommended instruments beginning 
on page 51 ). For four other indicators for which common instruments 
are still in development, the current situation is described in the section 
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on indicators for which recommended instruments arc not yet avail- 
able. beginning on page 95. Where possible, comparability with the 
ICD and ICIDH classifications was considered (in particular for long- 
term disability and chronic conditions). 



First Consultation, 1988 

At the first Consultation, agreement was reached on the list ot health 
for all indicators for which health intcr\ icw surveys arc relevant. An 
updated overview of these indicators, including the modifications that 
were carried through in later revisions of the health tor all indicators, 
is presented in Table 1 (see page 13). 

Instruments were recommended for six ot these indicators; per- 
ceived health, temporary disability, long-term disability, smoking, 
birth weiizht and breast-teeding. It was also recommended that an 
indicator on adult weight and height should be added to the list, f or 
breast-feeding, the health for all indicator was broadened to include 
breast-feeding at six weeks ol age. 

The methodological issues that need to he considered when design- 
ing health interview surveys were also a main topic of discussion. 

To facilitate the monitoring of progress towards health for all. it 
was recommended that regular health intcr\'iew surveys should be 
implemented in all countries of the huropean Region. It was luithei 
advocated that WHO should distribute the instruments recommended 
hv the consultations to all countries of the Huropean Region, so as to 
promote their implementation. 



Second Consultation, 1990 

The report of the 1990 im entory study of coverage of health tor all 
indicators in health interview suiweys was discussed, and it was recom- 
mended that the exercise should be repeated alter about live years, 
ttiking into account the recommended instruments. 

The participants learned that there was some evidence cil an in- 
crease in the number ofhealth inteiwiew suiweys being carried out. and 
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Table 3. Overview of three Consultations to Develop Common Methods 
and Instruments for Health Interview Surveys 



Consultation 



Period 



Participants 

(countries) 



Working 

papers 



Main discussion topics 



First 



21-23 June 1988 



Second 



1 8- -20 September 1 990 



Selection of health for all indicators to be covered by health 
interview surveys 

Methodological Issues in health interview surveys 

Measurement of 

- perceived health 

- temporary disability 

- long-term disability 

- smoking 

- birth weight 

- breast-feeding 

Coverage of health for all indicators in health interview surveys 
Promotion of health interview surveys and use of recommended 
instruments 



Measurement of 

- socioeconomic classification 

- disability-free life expectancy 

- long-term disability 

- body mass index 

- chronic physical conditions 

- physical activity 
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Table 3 (contd) 



Consultation 



Third 



Period 



Participants Working 

(countries) papers 



Main discussion topics 



22-24 September 1992 22 7 International comparisons of socioeconomic inequalities in self- 

( 1 2) reported health 

Promoting the use of recommended instruments 

Measurement of 

- physical activity 

- mental health (conditions and disability) 

- chronic physical conditions 

~ disability-free life expectancy 

- food consumption 

- alcohol consumption 
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that the Council of L:uropc (24) had adopted tlic long-term disability 
instrument recommended by the first Consultation as the minimum set 
of questions that should be used in health interview surveys, with a few 
additions (see below). 

With respect to specific health for all indicators, recommendations 
were made for measuring disability-free life expectancy, long-term 
disability, body mass index (on the basis ol' self-reported adult weight 
and height) and socioeconomic classification, for long-term disability, 
three optional items were added to the instrument recommended by the 
first C'onsultation, as suggested by the Council of Europe (24). In 
addition, two summary scores were recommended, one for handicap 
and one for disability. A broadening of the title of the indicator on body 
mass index was recommended: apart from the percentage of the popu- 
lation with a body mass index greater than 30 kg/nf . the distribution of 
the body mass index was to be included this has since been adopted 
for use by the European Region of WHO. 

The measurement of chronic physical conditions was also dis- 
cussed and a short list of those that could be included in health 
interview surveys was proposed (see the section on chronic conditions 
(physical) on page 95). 

Regarding physical activity it was concluded that the questionnaire 
based on the (^)ucbec Health Survey, suggested by WHO in 1990 (II), 
could not be used in its current form in other cultural settings. This 
subject was followed up in the third Consultation. 

The participants discussed the proposal ol' the WHO Regional 
Ofiice for Iiurope that a common health inter\'iew schedule should be 
developed. They concluded that the process of coordinating ongoing 
health interview surveys in the luiropean Region and stimulating new 
ones should be encoiir. / d and supported. This is particularly impor- 
tant for reorienting health inlbrmation systems in support of the health 
lor all strategies. The process should be aiming at: 

• encouraging countries to conduct health interview survevs 
regularly: 

• coordinating with health exantifuition surxevs; 
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• improving the methodologies used and the clTiciency of' sur- 
veys; and 

• facilitating the use of common methods and instruments in order 
to improve the availabdily of comparable population-based data. 

It was recommended that the Regional Office use future health for 
all monitoring exercises to encourage countries to use the recom- 
mended instruments and, if possible, to coordinate timetables lor 
forthcoming surveys, It was also recommended that a WHO collaborat- 
ing centre for population-based health surx eys be designated, and that 
the possibilities for collaboration with other international organiza- 
tions be explored. 

Third Consultation, 1992 

At the third Consultation, instruments were recommended for the 
measurement of physical activity and for chronic mental health condi- 
tions. f or mental health, the instruments were based on a study under- 
taken by the Department of Social Psychiatry of the University of 
(jroningen (a WHO Collaborating Centre) ( 25 ), f or the measurement 
of disabilities because of mental health problems, an instrument was 
recommended for temporary disabilities only. 

Regarding the measurement ol'disabilily-free lileexpeetaney, some 
further recommendations were made in addition to those on this subject 
made by the second Consultation. 

for the measurement of food eonsumplit)n through health inter- 
view surveys, it was reeomme led that priority be given to measuring 
the intake ol'fats (total and saturated) relatix e to total energy intake, It 
was also recommended that trends in the availability of macro- 
nutrients should continue to be monitored. 

With respect to alcohol consumption, it was recommended that the 
iuh)rmation collected should include the quantity eonsumctl during a 
'‘typical" or ‘‘average" period of time, and that the questions on tf.is 
topic should, where possible, be sell'-eompleted. No speeifie instru- 
ment was recommended, hut some illustrative sets of questit)ns were 
presented that could be applied in trial studies. 



c 




o 



28 



Ml \l I II l\l I K\‘ll W St RVl VS 



Two important items that need further study were touched upon; 
the relationship between health interview and health examination 
surveys, and ways of obtaining information on the health of people 
resident in institutions, 

The results of a study on international variation in socioeconomie 
inequalities in self-reported health, undertaken by the Department of 
Public Health and Social Medicine, Erasmus University, Rotterdam 
and Statistics Netherlands (26). were also discussed. Despite the 
limited comparability of the data on socioeconomic and health indica- 
tors requested from the participating countries, which restricted the 
possibilities for comparative analysis, the study yielded some impor- 
tant findings. For men, the smallest inequalities were found in Norway, 
Spain, Sweden and the United Kingdom and the largest in Canada, 
Cjcrmany, Italy and, in particular, the United States. Denmark, Finland, 
.lapan and the Netherlands occupied an intermediate position. For 
women, the international pattern was less clear. 

With respect to the health indicators used, obviously incomparable 
data were excluded from analysis, but data resulting from survey 
questions with only minor differences in wording or structure were 
included. This probably did not cause a major bias in the study's 
findings, because the same pattern of international variation in health 
inequalities was found when the analysis was restricted to optimally 
comparable health indicators. However, in order to iinj..'ove the possi- 
bilities for reliable international comparisons, it was recognized that 
more countries should use comparable questions to measure health and 
should also include education and at least one of the other socioeco- 
nomic variables (income, occupation) in their sur\'cys. 

It was recommended that the study be repeated in the future, 
prelerably every five years. 

Opportunities for lmpro\ing the International 
Comparability of Health Interview Survey Data 

One of the conclusions of the 1990 study on the coverage of health for 
ail indicators in health interview surveys was that, despite a large 
variation in the design of questionnaires for and techniques of health 
interview surveys, most of the dificrenccs could be harmoni/ed by 
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using common measurement instruments, The Regional Office there- 
fore undertook a follow-up mailing exercise in 1992, requesting the 
opinion of sur\ey practitioners on opportunities for harmonization 
( 27 ). More specifically, the aims of this investigation were to obtain an 
indication of how far the health interview surveys that were already 
planned for 1993-1994 were likely to produce data that are compatible 
with the recommendations ofthc first and second Consultations, and to 
take stock of the opportunities and/or problems that arc anticipated 
with regard to the harmonization of survey data in future. 

ll was concluded that more or less comparable data would probably 
be produced by a significant number of countries but that, in many 
cases, minor modifications ofthc instruments used would be neces- 
sary, as these instruments were slightly different from the recom- 
mended instruments. It may be useful to consider the surveys carried 
out in Europe in three groups: 

• those that can immediately provide eomparable results for 
some of the health for all indicators: 

• those for which, with little effort, sur\ey questions can be 
changed to produce comparable results or, possibly, e\ en exist- 
ing results can be adapted to make comparable data sets: and 

• those for which new or additional questions are required. 

For six of the elc\ en health for all indicators for which common 
instruments have been recommended by the consultations, it appeared 
that no or only minor differences in measurement exist between coun- 
tries. In order to e\ aluate the experiences of countries with measure- 
ments for these six indicators, and to show the potential for progress, a 
further study was initiated by Statistics Netherlands and the Regional 
Office in 1993. This study is described in Chapter 5. 



PROJEC r REMEW 

In brief, the health interview survey project has s(') far brought about: 

• three international consultations during the period 1 98(S ■ 1 992, 
which provided a forum for exchange of experience and which 




30 



111 M Mi !\n K\‘ll W SI RVI YS 



resulted in the tbrnnilation of reeommeiuled instruments for 
I 1 health for all indicators: 

• a study of health interview surveys in 1990 to assess the 
coverage of health for all indicators in such surveys, followed 
by a second study in 1992 to obtain an overview of the oppor- 
tunities for countries to harmonize measurements for health for 
all indicators; and 

• a more in-depth follow-up study ''arried out in 1993 1994 to 
exaluate the experiences with six (recommended) measure- 
ment instruments. 

Experience after some live years of consultations and studies has 
shown that in most European countries there is a widespread interest in 
the dexelopment of health interview surveys. It is now generally 
recognized that the information comuig from surxeys (coverage of the 
general population, integrated data on health, lifestyle, use ol’serx'iees, 
background eharaeteristies) is extremely useful. Surveys have prox ed 
to be an attractive instrument for the moiiitoring of health and the 
health behaviour of populations: their policy relevance at the national 
and international level is xvell established and groxving, and the number 
of European countries performing them is increasing. 

Experience has also shoxvn. hoxvexer, that dilTerenees betxveen 
questions in existing health interviexv surxeys in various countries, 
although ollen unnecessary, are difficult to overcome. Once a country 
has realized a surx'cy. it is adxantageous to repeat it at least partially 
unchanged so as to permit trend ex‘aluation at the national lexel. 
Unfortunatelx-. in many eases, the areas countries xvish to retain un- 
changed olten include the health for all indicators for xvhieh the 
consultations have advised the use of common instruments. 

Although reaching understanding and agreement on making changes 
is a time-consuming process that appears to resist any attem|)t at 
acceleration, the health interx iexv survey project has been successful 
xvitli respect to its ilrst objeetix e: the dex elopmenl of common instru- 
ments for some health for all indicators. While that process needs to be 
extended, the second objective of the project the actual implementa- 
tion of these instruments noxv has to be aetix’cly pursued. Chapter 5 
highlights the aetix ities and prospects in this regard. 
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Health Interview 
Survey Methodology 



This chapter highlights the most important components of health 
interview survey methodology, with respect to measurement of health 
and health-related indicators in general and health tor all indicators in 
particular. It is not. however, a complete guide to the design and 
conduct of a health interview survey. For this purpose the reader is 
referred to literature on research methodology in general (2S) and 
health interview surveys in particular (29-31). 



Methodological aspects of surveys, such as data collection meth- 
ods and sample design, are important because ot their effect on data 
quality. As Cartwright (29) has pointed out. “survey data can only be as 
good as the weakest process in their collection". The quality of data 
collected is determined by the validity and reliability of the question- 
naire and by a number of other factors associated with population 
coveraiic, non-response and interviewer and respondent charactciis- 
tics. The validity and reliability ot survey data should be regularly 
assessed, and it is therefore desirable that all surveys should include 
reliability and \'alidity checks (20.32). International collaboration and 
exchange of knowledge on these issues is particularly important. 

Some methodological issues were discussed during the consulta- 
tions, resulting in some general recommendations. A number of others 
that are important for comparability between countries, such as age 
standardization and weighting for non-response, have not yet been 
discussed and are only mentioned briefly in this chaptei. hxchangc ot 
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experience on these topics is also important in order to continiiallv 
improve the quality of survey statistics. 



The following sections cover data collection, population (sample, 
size, structure) and a summary of considerations related to data process- 
ing and presentation. The conclusions from the consultations are 
incorporated in these sections. 



D.\T..\ COLLECTION 

Befoie data collection can begin, many decisions and choices have to 
be made concerning the construction and content of the questionnaire 
for a health interview survey and related issues (recall period, lan- 
guage, mode of data collection), alternatives to personal interviews 
(i.e. post, telephone), use of proxy informants, interviewer characteris- 
tics and the use ol health examinations. 



Construction of the Questionnaire 

1 he questions to be included in the questionnaire are determined by the 
purpose of the survey and the analysis plan that has been devised in 
advance. Formost of the health forall indicators that can be covered by 
health interview surveys, the measurement objectives and analytieal 
requirements have been defined and agreed (see Chapters 1 and 4) 
While the questionnaire should contain all the questions that are 
necessary for the purpose of the survey and the analysis of the results, 
they should be as simple and short as possible, and redundant questions 
should be carefully avoided in order to minimize the burden on the 
lespondents and to inerease the cost-effeetiveness of the survey in 
general. Questions must be clearand precise and at a level that the least 
gifted person ean answer. 



The questions can have precoded answers or allow open responses. 
Most questions in health interview surveys have precoded, fixed re- 
sponse categories from which the respondent selects one or more 
answers. The design of this type of question is more difficult because 
all possible^ responses should be ineluded. The advantage is that 
lespondents answers are immediately reeorded in appropriate catego- 
iies. With open ended questions the respondent formulates his or her 
own answers, whieh are then copied verbatim on the questionnaire. 
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Although such questions are sometimes unavoidable, intcrpicting and 
classifying the answers require more skill and additional etfort on the 
part of both the interviewers and the investigators. 

It is desirable to ask the respondents only those questions in the 
interview schedule that are relevant for them. For example, a man 
should not be asked about diseases that only affect women and vice 
versa, and a college student should not be asked what profession he or 
she has. Besides the use of completely different questionnaires tor 
different groups of respondents, special routing oi questions is often 
used. Such routing is also necessary when in some sections ot the 
questionnaire a procedure involving two or more stages is used. 1 his 
procedure is also called conditional questioning; a respondent only 
proceeds to the second stage if the answers on the "filter or screening 
questions in the first stage have certain specific values. This procedure 
is, for instance, often used in the assessment of mental health problems 
(sec the section on chronic conditions (mental) on page 65, and An- 
nex 3). 

Complex routing of questions makes high demands on the design 
and layout of the questionnaire and increases the burden on the mter- 
\ iewer or, in the case of self-administered questionnaires, the respond- 
ent. For face-to-face and telephone interviews, problems caused by 
complex routings can be solved by using the technique of computci- 
assisted interviewing (CAl), which is already practised in some coun- 
tries. Of course, CAl requires a heavy input of skilled resources in the 
preparatory phase, but once operational it reaps enormous benefits for 
the collection and editing of data in large surveys (see the section on 
data processing and presentation, beginning on page 45). 

Because health interview surveys usually include a large number of 
questions, some logical ordering of questions should be used, deter- 
mined on the basis of psychological and behavioural knowledge. F'oi 
example, a general question on a certain topic can come before or alter 
specific ones on the same topic. The advantage ot asking the specific 
questions first is that they may stimulate people to think about the 
topic, after which the general question can summarize their views. 
However, sometimes a general attitude (e.g. perceived health) may be 
biased when specific items (e.g. diseases) have already been men- 
tioned; this is not therefore the appropriate approach and the order 
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should be reversed. The influence of question order should also be 
considered when designing repeated surveys; differences may affect 
comparability from year to year. 

Suivey questionnaires should preferably include instruments of 
proven validity and reliability. 



Memory 

The extent to which questions ha\’e to rely on the memory of the 
respondent should be minimized, because recall from memory can be a 
source of bias. The magnitude of the recall bias depends on the length 
of the recall period and the salicncy of the events to be recalled (besides 
respondent attention or motivation in general). For example, for the 
collection of data on temporary restricted activity, the period for which 
an individual is requested to report restricted activity should not 
exceed two weeks because under- or overreporting as a result of 
memory gaps has been demonstrated when longer periods arc used. 
.Similarly, there can be problems in getting informants to remember 
accurately the number of alcoholic drinks they have consumed in the 
past seven days. It is possible to design diaries and other aids to 
memory to minimize such difficulties. Furthermore, it is necessary to 
examine the vai iability in reporting over the period concerned to assess 
recall effects and. possibly, to make adjustments to account for them. 

Language 

Many countries have significant minorities in the population who may 
not be fluent in the main language and are therefore unable to partici- 
pate m the survey if the questionnaire is only available in this language. 
The use of questionnaires in different languages, interviewers with 
adequate knowledge of alternative languages, or interprctei's should be 
considered when the expected effect of excluding these groups is not 
marginal . In general there is some loss of standardization in questions 
when different languages are used: it is not always possible to find 
words or phrases with precisely the same meaning. Furthermore, the 
significance of health and health-related problems can differ substan- 
tially between different cultures. These limitations are even more 
serious when interpreters arc used, because the researcher has no 
control over the quality of interpretation. 
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Proxy Informants 

The basic design of many surveys is the collection of interview data 
from all occupants of samples of households or addresses. Some 
information about the household can be collected from one person who 
acts in this way as proxy informant for the others. This is a useful 
approach and proxy informants are therefore also frequently used for 
obtaining information about children, and in some cases about people 
with mental and sensory disabilities. The use of a proxy informant is, 
however, less appropriate for some areas in the likely content of health 
surveys, for example questions on feelings. There is evidence that 
details of specific impairments or disabilities can be difficult to assess 
with a proxy informant ( 33 ), This applies in particular to those in the 
mental and sensory areas and to topics, such as incontinence, that 
people may wish to keep private even from other members of their 
family. For perceived health, however. Van Sonsbeek ( 34 ) did not find 
a bias - at any aggregated level in the general population - as a result 
of proxy interviewing. 

The use of proxy informants is most justified when the true inform- 
ant is in some senses a dependent of the proxy. This is the case with 
young children and the very ill or disabled. Not only will the proxy be 
likely to be able to answer fully and accurately but, from an ethical 
viewpoint, such an approach is acceptable. In household-based surveys 
there are two other groups who tend to be more difficult to contact: 
married men and young single adults. Proxy interviews are often taken 
for these. 

The term effect" is used to describe the bias that occurs 

when the report of the true informant deviates from the report of the 
proxy informant. Some areas where proxy effects are likely have 
already been mentioned, A number of recent studies eouki not demon- 
strate a proxy effect with respect to rather se\ere health problems 
( 34 - 36 ), 

Opinions on the role of proxy interviewing in relation to indicators 
such as alcohol intake and smoking differ substantially. On the one 
hand it can be argued that proxy questioning may lead to increased, and 
possibly truer, estimates of consumption than self-reporting in areas 
where these habits are considered socially undesirable ( 37 ), On the 
other hand, proxy questioning may not be sufficiently informative 
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because many people do not necessarily disclose their behaviour to 
others - particularly spouses and parents - in a detailed and precise 
manner. 

The philosophy of proxy use also differs by country. While in the 
United Kingdom proxy interviews are only accepted as a last resort, in 
France and the Netherlands they are used as a standard practice. In 
order to prevent non-response, proxy interviewing should be seriously 
considered, at least for those parts of the interview where proxy effects 
are unlikely. For other parts of the interview, it may be possible for the 
interviewer to leave a questionnaire to be self-administered by the true 
informant, and collect it later. 



Face-to-face Interviews and Self-completion 

The preferred mode of data collection in health surveys is the 
personal or face-to-face interview, in w'hich the interviewer asks 
questions and assesses the answ'ers, usually by means of a struc- 
tured questionnaire. The advantages arc that the response rates are 
generally higher and the questionnaires are usually filled in more 
completely than wdth other methods. For some topics, how'cvcr, it 
may be useful to introduce some type oP'self-complction" by the 
informant. Self-completion methods are usually preferred wdien the 
subject matter is sensitive (e.g. alcohol, drugs, contraception or 
sexual behaviour) and/or it is difficult to ensure complete privacy 
for an interview. One method is to introduce a self-administered 
questionnaire during the interview' and to allow the informant time 
to complete it before carrying on with the interview. Another is to 
leave the questionnaire behind after the interview and to collect it 
later. With this method all the questions and answers are dealt with 
in complete privacy, although it should be noted that people will 
tolerate relatively long interview's much better than very long 
questionnaires (3<S}. In a further method, the interviewer asks 
questions in the usual way, while the informant replies according to 
a set of answ'crs presented on a showcard. This procedure can be 
used for two reasons: to inform the respondent about the response 
possibilities and, when answ'ers are coded, to encourage the re- 
spondent to give the correct rather than a socially desirable answer 
(it is possible to carry out interview's in this way w'ithout the 
interviewer being aw'are of the answers). 
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Postal and Telephone Surveys 

Large-scale national surveys arc expensive, and there is continuous 
pressure to explore alternative methods of interviewing. Postal surveys 
and interv'ievving by telephone are cheaper than facc-to-face interviews. 

The telephone interview is an attractive method because it is 
relatively cheap and flexible. At present, however, access to telephones 
is not sufficiently widespread in many countries; telephone ownership 
is likely to be biased towards those groups who tend to be in higher 
health status groups. Other disadvantages of this method are: the more 
rapid pace of communication often results in less complete information 
being given and more “don’t knows” ( 39 ); it is less suitable for 
obtaining data on sensitive issues; and people over 65 years old may be 
overrepresented because they are more likely to be at home to answer 
the telephone ( 32 ). F'or health interview surveys, telephone methods 
arc not recommended as the sole source of information, but they may be 
used for supplementation or validation purposes. 

Postal methods also have well known advantages and disadvan- 
tages. Two important disadvantages are low response rates, and the 
difficulties of identifying individuals from widely used sampling frames 
such as postal files, The response rate is also dependent on the length 
of the questionnaire: the longer the questionnaire the lower the re- 
sponse. While telephone interviews generally yield higher response 
rates, mail interviews can provide data of higher quality, for instance 
with respect to sensitive issues ( 30 ). 

Postal methods can be used effectively for particular populations or 
purposes. One example is information on infant feeding practices. 
Experience has shown that it is easy to gain access to women who have 
recently had a baby and these women, being very involved in the 
subject matter of the survey, produce high levels of response. Postal 
screening methods are also cost-effective for identifying samples of 
small sub-groups for further study, e.g. people with disabilities ( 40 ) or 
women of child-bearing age. 



Health Interview and Health Examination Surveys 

Surveys that consist of physical examinations, functional assessment 
of lungs and heart, laboratory measurement of blood and urine, etc. are 
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generally called health examination surveys. Although most of the 
topics that are normally included in a health survey can be investigated 
using traditional structured questions in a personal interview (health 
interview survey), the scope for including additional measurements 
and tests is increasing. For certain types of disorder (e.g. cardiovascu- 
lar disease) health examinations are essential in providing objective 
information about the disease and/or its risk factors. In such cases, 
health examination and health interview data should ideally be col- 
lected as part of the same survey, because they are complementary. 
Where this is not possible, efforts should be made to link the data in 
some way. 



Interviewers 

Besides the tasks of asking the questions as laid down in the question- 
naire and gathering the responses, the interviewer also has to identify 
and track down appropriate people to be interviewed, to persuade them 
to cooperate in the survey, to clarify certain issues, to ask supplemen- 
tary questions if necessary, and to conform to divers ethical standards. 
Interviewers for health interview surveys are not normally health 
professionals and, given the requirements mentioned, considerable 
attention has to be paid to their selection, training and supervision. 
When examinations arc included in the interview, professional staff 
may need to be recruited and trained. Experience in the Office of 
Population Censuses and Surveys in London has demonstrated, how- 
ever, that much is possible with careful training and monitoring of lay 
interviewers and standardizing of equipment. For example, lay inter- 
viewers have carried out measurements of height, weight, vision and, 
more recently, blood pressure using electronic sphygmomanometers, 
and have collected 24-hour urine samples. 

The demographic characteristics of the interviewer - race, age or 
sex • can produce measurement biases when the measurements are 
related to these characteristics: these biases are not present when other 
topics arc discussed (2S), 



POPULATION - SAMPLE, SIZE AND STRUCTURE 

Many of the decisions about sample design will depend on the re- 
sources available and the need for information relating to different 
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groups. A number of methodological aspects, such as determination oi 
sample size and method of sample selection, are closely related to the 
main research questions and the sociocultural context in which the 
study is conducted. 

Sample 

The sample for a health interview survey should represent the general 
population of all or part of the country. The sample can be drawn by 
several methods, for example, by using: 

• address or postal files 

• electoral registers 

• population registers 

• telephone directories. 

Some of these sampling methods may be biased. As a rule, electoral 
registers only list people who are aged 1 8 years and over, and have the 
nationality of the country. As mentioned before, telephone ownership 
may be biased towards groups with higher socioeconomic status. 
Although address and postal files mostly contain all of the buildings in 
a country, they are also biased because they exclude those not living in 
private houschoids, such as homeless people and residents in institu- 
tions. Furthermore, when only one person in the household is inter- 
viewed, address/postal files and telephone directories do not provide 
an efficient sample of persons, because the response has to be weighted 
by household size.' Population registers can be used as sampling 
frames in countries where they exist and w'here they arc available as 
public records for sampling purposes. Population registers seem to be 
nearly complete in some countries, but alterations such as changes ol 



' To obtain a roproson(ati\o sample one siiould ideally draw the sample from a 
population register. If this is not possible, one ean use address, postal or telephone 
registers. These, however. ha\e the disadvantage that not every person has the same 
ehanee of being seleeted: ifone person per household ts selected, those in households 
with only one member have a greater chance ofbeing selected than those in households 
with more members. A weighting factor inversely proportional to the chance of being 
selected is therefore used. This is also necessary if more than one member (but not all) 
of the household are interviewed, though in that ease the advantage of interviewing 
(nearly) all members of a single household outweighs the disadvantage of unequal 
chance. 
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address may only be entered slowly, resulting in registers that are not 
fully up-to-date. The strategy of generating a sample may involve 
several stages; two or even three stages are often employed. In the 
Netherlands, for instanee, a two-stage address sample is used. First a 
sample of municipalities is drawn, which always includes all the large 
municipalities and in w'hich the smaller municipalities have the prob- 
ability of being included in proportion to their number of inhabitants. 
Then in each municipality a number of addresses is selected at random. 
An advantage of this method is that it limits the travel time of inter- 
viewers. 



Unit for Sampling and Analysis 

Timely results are likely to be of high priority, and thus a simple design 
having a single unit of analysis - the individual - would be sensiide. 
The sample of individuals would often still be chosen from a sample of 
addresses.'households. In fact, including all residents at an address, 
household is a necessary economy because of the clustering of indi- 
viduals for interviewing purposes without introducing large biases. For 
this reason the household or address approach is preferred for health 
interview surveys. A household approach is also desirable because the 
use of health scr'-iccs is associated with household characteristics, and 
.some socioeconomic variables of economically non-active household 
members, i.c. non-w-orking adults and childicn, arc determined by the 
head of the household and/or working members. 

Although data analysis is primarily done at the individual level, 
more complc.x analyses could be carried out at a later stage using the 
household idciitincrs available in the database. 



Size 



The final decision about sample size will depend on the detail of results 
required; the finer the detail the greater the sample si/c needed to 
provide estimates with acceptable confidence limits. The c.xtcnt of 
detail is. inicr alia, defined by the need to produce separate data for 
smaller geographical and. or administrative areas within a country and 
the need for quarterly data. Such details may he required for adminis- 
trative and planning purposes. 
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There are several strategies that can be employed to maximize the 
value obtained From a sample. These are mainly applicable to continu- 
ous surveys. One is to combine the data For two or three years to 
achieve the required sample size at the smallest geographical level, 
while retaining annual data at the largest level. This can also be used to 
produce separate data For small groups defined by socioeconomic or 
ethnic criteria. Another, more complicated strategy is to have a rotating 
sample oF lower order areas so that data are produced at less Frequent 
intervals than higher le\ el data. 

It i.s also possible to introduce a panel element into the design so 
that cheaper leg. telephone or postal) methods could be used in 
subsequent rounds oFinter\ iewing when only updating oFinFormation 
was required. This allows some longitudinal analysis to be cariicd out, 
as well as producing sample benetns that allow more precise measure- 
ment oF change. However, although longitudinal surveys are relevant 
For . nne purposes, they may he less appropriate For monitoring trends 
overtime at the population le\el. Since the latter is the main interest For 
health For all indicators, this book primarily relates to cross-sectional 
surveys. 

Collection Period 

The period oFdata collection relers to the period(s) within a year in 
which the fieldwork takes place. When there are seasonal influences on 
topics that are included in the health interv iew survey, the interviews 
should be spread as evenly as possible across weekdays throughout the 
year. IF this is not possible, data should be used and interpreted with 
caution and ''or corrections should be made to avoid bias because oF 
seasonal dilTerences. An alternative is to limit the data collection to 
one the most "normal" -• period. 

Seasonal inllueiices on use oF health care resources and temporary 
disability are well known but For other health indicators, such as 
perceived health, no seasonal cFFect could be found ( 34 ). 

C'ontinuot3S or Repeated vSurveys 

Although a one-oFFhealth interview surv ey can provide relevant data, 
some regularity ecnitiiiuous or repealed in assessment is usually 
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needed, in particular in relation to the monitoring of the health situa- 
tion. However, it may not be cost-effective to carry out special surveys 
for specific groups on a continuous basis. In such cases it is more likely 
that serie.s of comparable surveys would be planned several years apart. 
Continuous surveys are also not usually necessary for international 
comparisons of health data. For the monitoring of the health for all 
targets, for instance, data have to be updated every three years. Conse- 
quently, a repeated survey with an interval ofthree years would suffice, 
although this frequency may be seen as a minimum requirement. 

In planning for any large national general population survey, the 
costs and benefits of a continuous or regularly repeated survey should 
be carefully considered. It is unlikely that large movements tii the 
variables of interest will be observed from year to year. But for any 
large survey, the design and start-up costs will be great bceause large 
numbers of interviewers and other staff have to be recruited and 
trained. For this reason eontinuous surveys may be more cost-effective 
than repeated surveys, even for measuring information on topics for 
which year-to-year data are not strictly necessary. One option would be 
to have a continuous survey, with core questions asked each year and 
with a rotating element containing other items at regular intervals in 
turn. Fvery element in the design of an interview survey has its price. 
For a comprehensive overview of the balance between quality of 
survey data and survey costs see. for example. Groves (2<S). 



Institutionalized Populations 

In health interview surveys it is eonnnon to exclude all non-private 
households. This means that people living in nursing homes, hospitals, 
prisons, hiostels and other places, such as some types of student and 
nurses' aceommodation. are excluded from the sample. Although they 
only make up a small proportion of the total population, from a health 
point of view these people may be very different from people in private 
households, particularly as regards speeifie health problems such as 
dementia and long-term disability. Apart from giving biased data at the 
national level, their exclusion may also limit the international compa- 
rability of certain health data when there are considerable differences 
in the size and definition of the institutionalized population between 
countries. The main difficulty of including non-private households in 
health intcr\'icw sur\ cys is finding a comprehensive frame from which 
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to sample. Furthermore, not all instruments that are commonly used in 
health surveys of people living in private households may be suitable 
for surveys of those living in institutions. 

In general, it is recommended that people living outside private 
households should be included in health interview surveys where 
possible, either as part of the general survey or separately. Special 
attention will need to be given to the way these population groups are 
defined. There arc two main groups: 

® those who live in some kind of non-private accommodation 
such as hospitals, hostels, homes for the elderly, prisons and 
monasteries; and 

• those who are homeless and will not be sampled from the 
private or the non-private household sector. 

For the second group, an overview of sampling possibilities will be 
required. 



Cliildren 

In health interview surveys it is very common to use separate question- 
naires for children (such as those under 16 years), for which a parent is 
usually the informant. For some, but not all, of the recommended 
instruments presented in the next chapter explicit age restrictions are 
given. International agreement is needed with respect to the age that 
distinguishes an adult from a child, and on the specific instruments that 
are suitable for children. An example of such a specific instrument is the 
assessment of physical disability in children described by Goner (41). 

Although interviews about small children can only be carried out 
by proxy, it is sonielimes necessary to question children themselves. 
When children are to be questioned about topics like smoking and 
drinking, survey methods need to be developed that allow children to 
be honest: a non-threatening, confidential environment is needed, and 
children should not be encouraged to exaggerate. For surveys on such 
sensitive topics, self-completion and computer-assisted methods have 
great advantages at least for children who are at or above the age 
when almost all are literate. 
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Several important indieators relating to health and nutrition in 
children of up to approximately four years of age can only be obtained 
from their mothers. For this speeifie age group, only very small 
numbers would be found e\ en in large samples of the general popula- 
tion. In eontinuoLis surveys, this problem can be solved by combining 
the data from several years, In other cases it may be necessary to mount 
special surveys, using birth registrations or other administrati\ e sources 
as sampling frames. 

The methodology of health interview surx eys in the younger age 
groups is a topic that has not yet been discussed in detail in the 
consultations: further sharing of experience and research are needed. 



Non-response 

Non-response can be defined as the failure to obtain obser\ations on 
some elements selected and designated for the sample. Sources for 
non-response include people not at home, refusals, people incapable of 
answering or unable to answer, and people not found (mailed surveys). 
Sex eral methods can be used to reduce the percentage of non-response: 
a guarantee of anonymity, increasing the motivation to cooperate, 
ad\'anee notice to the respondent, and calling back. 

Missing data in parts of the questionnaire can result from '‘don't 
know" answers in inter\ iews or from self-administered questionnaires 
that are not completely filled in. Non-response in itsell'does not have to 
be a problem: se!eeti\ e non-response, however, is definitely a source of 
error. Selective non-response refers to the situation where this is 
associated with certain health characteristics, and will therefore result 
in biased pre\ alcnee rates. For more information on non-response, see 
fore.xample Ciroves (2<S). 

Differences in response rates between countries can be due to 
variation in the definitions applied, or to dil'ferenees in sample and 
survey design, lleldwork organization and respondent eharaeteristies 
(42). Statisticians working in the Held of household sur\eys ha\'c 
organized international workshops in order to exchange ini'ormation 
and experience, and \o come to international agreements with respect 
to non-response research, comparability ol' non-response rates, and 
methods to reduce and correct for non-response (42). 
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DATA PROCESSING AND PRESENTATION 

When survey data arc collected by means of paper forms, eomplclcd 
questionnaires often have to undergo extensive processing before data 
can be presented. For the processing, which involves data entry, data 
editing, weighting adjustment, tabulation and analysis, the use of 
computers is essential. All these procedures are needed to produce high 
quality statistics in a clearly structured presentation. 



Data processing starts with data entry. For most questions in a 
health intor\ iew sur\ ey the answers arc preeoded and the entry is a very 
straightforward procedure. The coding of open-ended questions, how- 
ever, of which questions on occupation are a typical example, is a time- 
consuming job and should usually be carried out by experienced 
subject-matter specialists to a\oid incorrect interpretations of the 
responses. 

In the second step, data editing, traceable errors arc remoxed. 
Three types of error are usually distinguished. A range error occurs if 
given answei* is outside the valid set of answers, e.g. an age of 
years. A consisunuy error indicates an inconsistency in the an- 
swers to a set of questions, e.g. a person with an age of six vcai*s and a 
marital status of ''married . 1 bird, there is the routing error, which 
occurs when the inlerx iewer or respondent fails to follow the speeiricd 
skip inslruelions in the questionnaire. Where possible, traced errors 
should be eorrcclcd. hut in some eases this can be \’cry difllcull without 
contacting the respondents again for clarification. As the latter is 
usually not possible, the incoriect \‘aliie in such eases is normally 
replaced by a special code indicating the value "unknown". 



Once a clean file without traceable errors has been j^roduccd. a 
weighting adjustment is usually made to correct for non-response and 
unequal selection probabilities in the surx'cyed j^oj^ulation. In the 
Netherlands, for instance, health interview surx'cy data are first weighted 
by a factor that is inxerscly proportional to the chance of the particular 
respondent being selected. Second, the resj^onse is weighted by ace. 
sex, marital status and a combination of province and degree of 
urbanixation, in such a way that the weighted sample distribution 
relleets the known distribution of these characteristics in the popula- 
tion. Ik'cause the weighting procedures used can differ between coun- 
tries. it is rclexant to encourage the exchange of experience in this field, 
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Finally, a clean data file is ready for analysis, of which the first step 
is tabulation of the basic characteristics. However, the construction of 
tables is not always as easy as it may look at first sight; the composition 
of rows and columns, the quantities displayed in cells (counts, means, 
percentages), the way in which percentages are computed, treatment of 
multiple-response variables, etc. may often be difficult. For health for 
all monitoring, data can usually be presented in simple tabulations. 
Health for all indicators are presented in different ways, e.g. by giving 
the distribution of answers (for example, for perceived health) or by 
presenting prevalence rates of certain health characteristics (for exam- 
ple, chronic conditions). For certain specific indices that are to be 
derived from several items, some data manipulation is often necessary. 
In general, data should be presented for the whole population and 
disaggregated by sex and by age (< 25, 25-44, 45-64, >65 years) or 
standardized by age (for international standard populations sec 
Waterhouse et al. (44j). In addition, differentiation by socioeconomic 
group, geographical area, etc. is often relevant. 



A recent development is the use of microcomputers in the data 
collection phase. This first occurred in telephone interviewing 
(computer-assisted telephone interviewing, CATl), and in the last 
decade the advent of small laptop computers has made it possible for 
interviewers to take the computer with them to the homes of the 
respondents. This method, computer-assisted personal interviewing 
(CAPI), has many advantages: the interviewer is no longer burdened 
with routing technicalities; errors can be detected and solved duringthe 
interview; and data are already entered in the computer during the 
interview, making a separate data entry and cleaning phase superflu- 
ous. For processing self-administered questionnaires, computer- 
assisted data input (CADI) programs ha\c been developed. A CADI 
program is an intelligent and interactive system for entry and editing of 
data collected by meatis of paper questionnaire forms. 

Statistics Netherlands has developed an integrated system for 
survey processing (the Blaise System) that on the one hand automati- 
cally generates computer programs i'or CATl, CAPI or CADI, and on 
the other hatid interlaces for other data proeessitig software, such as for 
tabulation and atialysis. In such an integrated system repeated data 
specification is no longer necessary, and cotisisteney is etiioreed in all 
data processing steps (45). 
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CONCLUDING REMARKS 

In this chapter a range of methodological issues that need to be 
addressed in health interview surveys has been mentioned. Attention 
has also been paid to areas where there may be difficulties in ensuring 
comparability between countries. The issues have been discussed 
under three headings, but it is clear that these cannot be separated. 
When planning health surveys it is necessary to think about all aspects 
of data collection, sample design and data processing together. 

Although there was general agreement in the consultations with 
regard to these methodological issues, it was also realized that coun- 
tries would have to adapt the basic methodological principles to their 
own situation and resources. 

One of the areas that has not yet been discussed is that of statistical 
analysis. Differences in the methods used may affect comparability 
between countries, and an exchange of view is needed. Other topics 
that are important for future international cooperation arc age stand- 
ardization, weighting for non-response, assessment of children, meth- 
ods of including information on the institutionalized population, the 
combined use of health interview and health examination surveys, and 
computer-assisted interviewing. 
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Common Instruments for 
Health for All Indicators 



For many of the health for all indicators for which population surveys 
are relevant (sec Chapter 1 ) common instruments were recommended 
during the three consultations. The recommended instruments arc 
presented in full in this chapter, illustrating how the information for 
these health and health-related indicators can be collected. 

The term “instrument" refers here to a set of questions (or one 
question) that measures an indicator. Monitoring progress towards a 
target is realized by measuring one or more indicators at different 
points in time, using specific in.struments. Various measurement meth- 
ods may be used for an instrument, such as face-to-face interviews and 
self-completed questionnaires. 

In the .section on recommended instruments below, the background 
and recommended instrument of 1 1 health for all indicators are de- 
scribed. In the section on indicators for which recommended instru- 
ments are not yet available (sec page 95) the measurement of four 
health indicators for which no common instrument could be recom- 
mended as yet is discussed. The information presented in this chapter 
is based on the working papers (sec Annex 2) and the proceedings of 
the three consultations, supplemented with relevant information from 
the more recent literature. For each indicator, some background infor- 
mation and the rationale for the choice of the recommended instrument 
arc provided. The recommended instrument is then presented, fol- 
lowed by some suggestions on the processing and presentation of the 
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results. With respect to the presentation, it should be noted here that for 
the disaggregation of data by age in health for all monitoring WHO 
uses the age groups < 25, 25—44, 45-64 and > 65 years. For the first age 
category, it seems practical for countries to present data for at least 
those aged 18-24 years, as most surveys include this age group; data 
can also be presented for younger age groups, when available. 

The collection of information for health indicators in national 
health interview surveys makes some specific demands on the instru- 
ments to be used. Ideally, instruments should: 

• be as short as possible; 

• not be biased by the age or sex of the respondent, or by 
differences in culture, language, socioeconomic status, etc.; 

• be suitable for face-to-face inteniews (preferably) and/or self- 
administered questionnaires and, for the former, suitable for ad- 
ministration by interviewers without special (medical) education; 

• preferably be suitable for proxy response: 

• collect information on (health) characteristics that arc not too 
rare in the target population; and 

• be simple to administer, and provide data that arc easy to 
process (for example, the number of open-ended questions 
should be kept to a minimum). 

To maximize the willingness of countries to implement the recom- 
mended instruments in their health interview surveys, the instruments 
should build on the experience that already exists. 

The choice of the recommended instruments was at least directed 
by these requirements. Most of them consist of one or just a few 
questions witli fixed response categories, and collection time rarely 
exceeds a few minutes. Most instruments can be used in lace-to-face 
interviews as well as in self-administered questionnaires, and do not 
need special, highly educated interviewers. In most cases proxy response 
is possible and, with some exceptions there arc no restrictions on 
respondent characteristics. .^\ny exceptions are fully described. 
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The reliability and validity of information obtained by health 
interview surveys is partly intluenccd by the general methodology of 
the survey - as discussed in Chapter 3 and partly by the instruments 
that are included in the survey. For many of the recommended instru- 
ments described in this chapter, no published information is yet avail- 
able on reliability and validity. However, their use in health inter\ iew 
surveys is recommended, with the expectation that comparison of 
outcome data and evaluation of experience will ultimately lead to the 
formulation of standard instruments (see Chapter 5). 

PECOM.MENDED INSTRUMENTS 
Perceived Health 

Backgroiuul 

For the evaluation of progress towards health for all, and tor a better 
understanding of the population's own assessment of such progress, it 
is essential to measure the health perception of the population. Per- 
ceived health is one of the principal indicators (indicator 2.2) for 
monitoring the health and quality of life of the population as expressed in 
target 2 of the health for all strategy of the European Region of WHO. 

A simple question on the self-perception of health status in general 
terms is one of the most commonly used in health interview surveys. 
Despite its very general, seemingly subjective character, such a ques- 
tion appears to be very useful as a public health indicator. The assess- 
ment of perceived health is associated with a number of other health 
measures (34} and the use of health services (46) and it also appears to 
be an independent predictor of survival rate in elderly people (47). 

Examples of questions for the measurement of percei\ ed health are: 

• How is your health in general? 

• 1 low good do you consider your present slate of health? 

• I ixnv would you Judge your health condition compared to other 
people of your age? 

The wording oi'questions on perceived health must be chosen with 
care. 1-or example, the use of a comparison with ''people of your own 
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age" is noi recommended; it may not measure progress of the ‘‘average" 
state ot health in the population, since respondents are in fact invited to 
refer to the average. The “present state of health" is also considered 
inappropriate, since short-term disturbances should ideally not influ- 
ence answers to the question. It is therefore recommended that the 
question should refer to “health in general". 

Careful consideration must also be given to the number and type of 
response categories to be used. For example, rating scales ranging from 
I to 10 or from A to E arc not suitable for international comparisons 
because they have different meanings in different cultures. It is recom- 
mended that five verbally indicated categories be used, in which 
common terms such as “good" and “bad" are presented. 

Instrument 



Perceived health 

How is your health in general? 

• Very good 

• Good 

• Fair 

• Bad 

• Very bad 



The interv iewer should Hrst wait for a spontaneous answer. If this 
does not fit one of the categories, then these should be given to the 
respondent explicitly. 

Presentation of data 

Data on health for all indicator 2.2 on perceived health can be presented 
by giving the distribution of all categories, for the whole population 
and by sex and age. One alternative is to express the data as the 
percentage of the population with very good and good health. 

C \>nunents 

The iKse of a separate instrument for the measurement of perceived 
health in relation to mental health stains is not recommended, given the 
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supposition that mental health aspects are embodied in the recom- 
mended general question. In other words, a respondent with a mental 
disorder will in general perceive his or her own health as less good 
compared to respondents without mental health disorders. This as- 
sumption should be investigated further. 

The order in which questions are asked in the survey may influence 
the results. It would, for e.xample, be difficult to ask a questi n on 
general health status after a person had gone into details of major 
illnesses and disabilities (29). It is recommended that the general 
question on perceived health is asked at the beginning of the interview. 

A showcard may be used to present the response categories to the 
respondent. A study in the Netherlands (4<S) did not find a methodologi- 
cal effect: there were no differences in outcome whether or not a 
showcard was used. 

Temporary Disability 

Backgroiiiul 

For the monitoring of health for all target 4, which aims at a sustained 
and continuing reduction in morbidity and disability, several indicators 
are needed. For the measurement of disability, a distinction is made 
between long-term disability (indicator4. 2), which is described below, 
and temporary disability (indicator4. 1 ). Temporary disability refers to 
temporary restriction in an individual's usual level of lunctioning. 
Information on temporary disability is usually obtained by a question 
about days of restricted activity and bed-days, which is commonly used 
in health inter\ iew surveys. Measurement of that period of time, 
together with some notion of the sewerity of the disability, can provide 
information on the time lost to ill health in the society. Mowc\'er, if 
functioning has been impaired for a very long period of time, measure- 
ment of disability in relation to time may be meaningless. It is then 
important to measure disability in relation to some minimum level of 
functioning (49) (see the section on long-term disability below). 

Differences in the wording of the question on restricted acti\ity in 
various sur\eys include differences in the reference period (usually 
14 days), whether the period is mentioned precisely (for e.xample 
naming weekdays and day of the month), whether the nature of 
specific activities is mentioned (such as housekeeping, going to school 
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or tree-time activities) and the way reference is made to the cause 
(health in general, symptoms, illness, injury or more specific). The 
recommended instrument uses a slightly modified version of the well 
known questions on temporary disability used by the Organisation for 
Economic Co-operation and Development (OECD), which includes 
the two-week reference period. It is generally concluded by researchers 
that two weeks is the maximum recall period, in order to avoid loss of 
memory for reporting minor events such as the restriction of activity (49). 



Instrument 



Temporary disability 

Think about the two weeks ending yesterday. Have you cut down on 
any of the things you usually do about the house, at work or In your 
free time because of Illness or injury? 

• Yes (ask questions 0 and b) 

• No 

(a) How many days was this in all during these two weeks, includ- 
ing Saturdays and Sundays? (01-14) 

(b) On how many of these days were you in bed for all or 
most of the day? (00-14) 



It is recommended that the same question is used for the specific' 
measurement of temporary disability because of mental health condi- 
tions, but with the phrase “illness or injury" replaced by “an emotional 
or mental health problem". 

The question on temporary disability is not relev ant for infants of 
one year and younger because they spend most of their time sleeping or 
lying down. In the case ofchildren, the response ofa parent may reflect 
more accurately the level of restriction of activity, so that proxy 
responses are acceptable for all children of 115 years of age (49). 



Presentation of data 

The average “number ol days of temporai*y disability per [)erson per year, 
by age and sex" (health for all indicator 4,1 ) should be calculated by 
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multiplying individual responses on the iwo-week rceall period by 26. 
summing them, and dividing the result by the number ol respondents in the 
relevant population group. This ean be done both for days of resliieted activity 
and for bed-days, the latter representing more sev ere temporary disability. 



Comments 

The temporary disability indicator may be subject to seasonal variation, 
which will create problems if the survey is carried out at one particular 
time of the year. Ideally, a health survey should cover all months of the 
vear: if this is not possible adjustments will need to be made. 

A limitation of the instrument is that it can only be used to calculate a 
global rate for the population and for population groups. Individual 
respondents cannot be categorized into broad groupings such as *'none or 
a few da\'s of restricted activity", “some days", etc., because a person's 
two-week experience does not represent his or her annual experience. 

furthermore, this instrument does not make a strongly marked 
dilTerence between short-term and long-term disability though, in 
theory, temporai'v disability should refer only to deviation from an 
individual's usual level of functioning, even if this usual level is 
already reduced. In practice, however, the question on temporary 
disability may also partly assess long-term disability. Nevertheless, the 
joint use of the indicators on disability is important because both tempo- 
rary and long-term disability are relev ant for public health purposes. 

Lonf^-term Disability (Physical) 

Back^j^rouncl 

Because of* changes in public health in relation to chronic diseases and 
the aging of the population, information on long-term disability has 
become an important aspect ol public health. The level of long-term 
disability, denned as long-term limitations in major activities in daily 
life, is an indicator (4.2) for health for all target 4 concerning the 
reductimi of chronic disease and disability. Monitoring the level cd 
long-term disability in a population is also important in the context ol 
the health for all target to promote the quality of life (target 2) and for 
the evaluation of programmes that create better opportunities lor 
people with disabilities (target 3). Furthermore, long-term disability is 
a relevant indicator for health for all target (^, which addresses healthv' 
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aging. As morbidity in the elderly is often charaeterized by multiple 
pathology, nonspecific presentation and a high incidence ofcomplica- 
tions of disease and treatment, long-term disability is useful as an 
overall indicator of restrictions following the disease. 

Since the 1960s, a large number of instruments have been de\ el- 
oped for the assessment of long-term disability ( 50 , 51 ). These instru- 
ments arc mostly used for measuring disability in the elderly. In 19S0 
a classification for the consequences of diseases was introduced: the 
International Classification of Impairments, Disabilities, and landi- 
caps (ICIDH) ( 21 ). The ICIDH is a basic conceptual scheme, \vhic^‘» has 
been used as a guide for the further de\elopmcnt of instruments, 
specifically for instruments on disability. 

Most in.strumcnts on disability consist of' a set of questions on the 
performance of activities in the field of mobility, personal care and 
communication. OECD was the first organization to introduce an instru- 
ment for international use that addresses these areas ( 49 ). The recom- 
mended instrument, which also follows these broad areas of performance, 
is ba.sed on an extensive disability quc.stionnaire consistent with the 
concepts of ICIDH and developed by the British Office of Population 
Censuses and Sur\ cys ( 40 ). This questionnaire assesses difVerent severity 
levels of disability within each of the disability areas covered in ICIDH. 

For the recommended instrument, it was agreed that the priority areas 
for measurement are: locomotion, self-care, continence, hearing and 
vision. Self-care disabilities include dressing, washing, feeding and using 
the toilet. In these priority areas, the choice of specific questions (i.e. the 
specific activities) was detennined by the severity of the limitation in 
performance of these activities, measured on a scale from 0 to 1 5 ( 40 ). A 
‘Mower" level of disability was defined by a severity of between 2 and 4, 
and a ‘Miigher" level w'as defined by a severity of between 8 and 10. 
Following these definitions, the prevalence of lower levels of disability 
was estimated to be around 1 1% for the British adult population in 
1985 -1988. and the prevalence of higher le\ els was around 5‘-o. 

The recommended questionnaire contains ten questions on disabil- 
ity and three on mobility. Following the recommendation of'Couneil of 
FTiropc experts, three questions on other areas of disability can be 
added ( 24 ): these questions are optional. 
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Instrument 



r 



Long-term disability 

The following questions refer to whot you arc normally capable af doing. 
Temporary complaints should be ignored. 

Handicap items (with reference to ICIDH codes) 



Mobility 

H3 



1 . Are you permanently confined to bed even though 
there may be help to get you up? 

2. Do you sit in a chair (not a wheelchair) all day even 
though there may be help for you to walk? 

3. Are you confined to your house/flat and garden? 



Disability items 


(with reference to ICIDH codes) 


Severity level 


1 . Locomotion 
D40 


What is the furthest you can walk on 
your own without stopping and without 
severe discomfort? 

- Only a few steps 

- More than a few steps but 
less than 200 metres 

- 200 metres or more 


Higher 

Lower 

No disability 


2. Transfer 
D46.0 


Can you get in and out of bed 
on your own? 

- Without difficulty 

“ With some difficulty 

- Or can you only get in and out 
of bed with someone to help you 


No disability 
lower 

Higher 


3. Ttansfer 
D46.1 


Can you get in and out of a chair 
on your own? 

- Without difficulty 

- With some difficulty 

- Or can you only get in and out 

of a chair with someone to help you 


No disability 
Lower 

Higher 


4. Dressing 
D35-D36 


Can you dress and undress 
yourself on your own? 

- Without difficulty 

- With some difficulty 

- Or can you only dress and undress 
yourself with someone to help you 


No disability 
Lower 

Higher 


5. Washing 
D34.0 + 
D34.2 


Can you wash your hands and face 
on your own? 

- Without difficulty 

- With some difficulty 

- Or can you only wash your hands and 
face with someone to help you 


No disability 
Lower 

Higher 


6. Feeding 
D37 + D38 


Can you feed yourself, 
including cutting up food? 

- Without difficulty 

- With some difficulty 

Or can you only feed yourself 
with someone to help you 


No disability 
Lower 

Higher 
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7. Toilet 
D32.0 + 
D32.2 



8. Continence 
D30 + D3I 
(+191) 



9. Hearing 
D23 



i 

i 

I 

i 



10. Seeing 
D26 



Can you get to and use the toilet 
on your own? 

- Without difficulty 

- With some difficulty 

- Or can you only get to and use the 
toilet With someone to help you 

Do you ever lose control 
of your bladder? 

- No 

if yes: 

Do you lose control of your bladder: 

- at least once a week 

- less than once a week 
but at least once a month 

- less than once a month 

Is your hearing good enough 
(with a hearing aid, if necessary) 
to follow a TV programme at a 
volume others find acceptable? 

- Yes 

If no: 

Can you follow' a TV programme with 
the volume turned up (with a hearing 
aid if necessary)? 

- Yes 

- No 

Can you sec well enough (with 
glasses or contact lenses, if necessary) 
to recognize a friend at a distance of 
four metres (across a road)? 

■■ Yes 



if no 

Can you see well enough (with glasses or 
contact lenses, if necessary) to recognize 
a friend at a distance of one metre 
(at arm's length)? 

Yes 
- No 

Optional disability items 



I I. Stairs 
j D42 

i 



i 2. 



I 

I 

I 

i 



I 3. 



i 



Retrieval 

D52 



Speaking 

D2I 



1 



Can you walk up and down a flight of 
12 stairs without resting? 

- Yes 

If no: 

Can you do this if you hold on and 
take rests? 

■ Yes 
-■ No 

Can you (when standing) bend down 
and pick up a shoe from the floor? 

■ Yes 
No 

Can you speak without difficulty? 

Yes 

No 



No disability 
Lower 

Higher 



No disability 



Higher 

Lower 

No disability 



No disability 



Lower 

Higher 



No disability 



Lower 

Higher 



No disability 



Lower 

Higher 



No disability 
Lower 



No disability 
Lower 
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The insinimcnt is not suitable for young diildrcn: it is usually 
administered to persons aged 16 years and older. 

Presentation of data 

For ealcLilating the pereentage of the population experieneing different 
le\ els of long-term disability by age and sex (health for all indieator 
4.2) different aggregation levels are possible. For some purposes the 
results per question arc necessary, for example, for the pre\ alence of 
hearing problems. For other purposes summary scores are necessary. 
Two recommended summary scores {ol'\'cry high aggregation le\‘cl) 
are the handicap and disability scores. 

Handic ap score 

It is recommended that the three handicap items should be scored 
as follows. 

C‘on lined to bed No -- 0 Yes - 3 

C'onilned to chair No 0 Yes " 2 

Con lined to house Hat No 0 NT's 1 



The summary score for handicap is the highest of the three \ alues 
assigned to the person, and takes a \ alue in the range 0 3. 

Disability score 

luich of the 10 disability item.': in the instrument is scored on a 
tliree-point scale: 

No disability 0 

Lower 1 

Higher 2 



The summaiA’ score lor disability is the highest \'alue assigned lor 
any of the 10 items, and takes a value in the range 0 2. This 10-item 
summary score is the minimum recommended score that should be 
calculated. If the three optional items arc included, a 13-item 
summary score can also be used. 

On the basis of these summary scm*es. the percentages of the 
population with lower and higher lev els tdMisability can be presented. 
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It should bo noted that these summary seores do not express the total 
number of disabilities. Alternatix e summary scores are. for example, 
summary score per area of disability (e.g, personal care, communica- 
tion), and the number of disabilities of a certain sex'crity lex'cl. 

The rccomnended instrument can also be used for identifying 
disabled perso?vs for health for all indicator 3,2 (percentage ofdisablcd 
persons of working age engaged in regular occupational activities): for 
assessing the current employment and occupational status for this 
indicator, sec the section on socioeconomic classification beginning 
on page 87. 



Comments 

In theory, indicators of the consequences of diseases are independ- 
ent of the underlying cause, but the usual disability indicators do 
not specifically relate to the primary consequences of mental health 
disorders. In order to measure long-term disability resulting from 
such conditions, a separate indicator should be considered (see 
page 98). 



Disabiiity-free Life Expectancy 

Background 

The classic public health indicator is mortality, which is often ex- 
pressed as life expectancy. With the introduction ofother public health 
indicators, such as chronic disease and disability, the need for sum- 
mary indicators has arisen. The term healthy life expectancy or health 
expectancy refers to an indicator that combines population data on 
mortality with other health indicators such as disability, perceived 
health, presence or absence of chronic illness, or a specific chronic 
condition like dementia. This indicator is interpreted as the average 
years lived without health problems, defined by the variables included. 
Scientific efforts in the last few years have focused on the develop- 
ment of a series of measures of healthy life expectancy, based on 
different health indicators and severity levels. The calculation of 
disability-free life expectancy (Dl'LI*), which is a special case of 
health expectancy, is recommended as a minimum (health I'or all 
indicator 4.5). 
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DF'^LE is defined as the a\ crage years lived without disability, and 
is considered to be an attractive solution for measuring the achieve- 
ment of one of the main objectives of the health for all strategy and of 
health systems today, which is to add life to years and not Just years to 
life. In the health for all context, DFLE is important for the monitoring 
of health for all targets that aim at reducing chronic disease and 
disability (target 4) and at promoting health and quality of life (tar- 
get 2) and healthy aging (target 6). 

The idea of an aggregated index, taking into account both mortality 
and disability, was first (iescribed by Sanders in 1964 ( 52 ). Since then 
a considerable amount of methodological research has been under- 
taken, especially within the international research network REVES ( 53 ). 
There are two main considerations in respect of DFLE: the choice of 
calculation method, and the nature of the disability data that arc used. 

When the separate collection of mortality data (from vital statis- 
tics) and disability data (from health interview surveys) is taken as a 
starting point, Sullivan's method of calculation is recommended. This 
method, first described in 1971 ( 54 ). uses the obser\ cd prevalence of 
disability at each age within the present population, in order to divide 
the years lived at different ages into years with and without disability. 
Basic cross-sectional surveys are sufficient to collect information on 
the observed prevalence of disability within the population. Other 
more advanced calculation methods, such as the double decrement life- 
table method or the multistate life-table method, demand more sophis- 
ticated data on disability, derived from longitudinal studies. 

When cross-sectional health interview surveys are used for the 
collection of the data on disability, the following should be considered. 

1. Sullivan's method uses the obser\ed age-specific prevalences of 
health states in a population at a gi\en point in time to calculate the 
years of life lived in the various health states ai each age by a period life 
table cohort. The observed prcwalence rates used depend not only on 
current health conditions, but also on the earlier health conditions of 
each age cohort, i.e. incidence, recovery and health state-specific 
mortality related to eaiiier times (or ages) ( 55 ). For this reason, it has 
been argued that the use of Sullivan's method does not permit true 
comparisons over time ( 56 ). However, a recent simulation study has 
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shown that, although Sullivan's method is not capable of detecting a 
sudden change in disability transition rates, it provides a good estimate 
of the true period value if there are smooth and relati\ely regular 
changes over a long period of time (57). 

1. In general, health interview surveys exclude people living in insti- 
tutions such as nursing homes. Because a substantial part of the 
institutionalized population is disabled, underestimation of the age- 
related prevalence of disability will occur when these rates are based 
only on survey data. It is therefore necessary to estimate the proportion 
of the population that ii\ es in institutions in order to adjust the rates 
appropriately. For the adjustment, “living in an institution" can itself 
be seen as a disability (inability to live in a normal home): alternatively, 
and more speeifieally, prevalence rates of institutional disability can be 
used, which can be derix ed from the admission and discharge Hgures of 
\arious types of institution. There are limitations to both these ap- 
proaches. since definitions of institutions \ary irom one country to 
another, and the disability data resulting from population surveys and 
Irom registers of institutions are seldom based on the same instru- 
ments. 

3. Disability data obtained by health interview surveys are completely 
defined by the instrument used. Where possible, disability should be 
measured on the basis of the instruments for temporary and long-term 
disability, as described in the sections on temporary disability (see 
page 53) and long-term disability (physical) (see page 55) Different 
cut-off piiints for disability can bo used, but for all choices it is 
important to describe in detail which disabilities (and of what severity) 
are included. 

4. The measurement of mental healtli disorders in health interx iew 
surveys is m)t common. F'or the calculation of DFLl:, hoxvexer, it is 
valuable to have a specific measure of disabilities related to such 
disorders (see the section on long-term disability (mental social), 
page ^)<S). 



C 'alculation proccchu'c 

The recommended calculation procedure is Sullivan's method. It is 
based on the linkage of data on mortality (from xital statistics). 
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institutionalization (e.g. from census) and disability ( trom health inter- 
view surveys) and imolvcsthe subtraction ofthc number of years lived 
with disability from the number of years lived by a theoretical cohort 
under the mortality conditions ofthc current year. The sum of years 
lived free of disability, reported for the initial number of people in the 
cohort, represents the value of disability-free life expectancy. An 
example of this calculation method, which is derived from Robine (5S), 
is described below. For simplicity, the adjustment of disability rates 
with data on the institutionalized population has been excluded (59). 

From the number of sur\'i\ ors (column b) in a life table (Table 4) 
the number of years of life between each age is calculated (column c). 
Prevalence ofdisability (column d) is then used to calculate the number 
ofyears lived with disability (column e). By deducting these years from 
the number ofyears lived between each age (column c) the number of 
years lived without disability is obtained (column f). The cumulative 
total of these years is then computed from any given age x (column a) 
and related to the total number of survivors at that age (column b) to 
obtain DFLE at age x (column g). 

The total number of years without disability from the age of 
65 upwards is thus 1 087 653. This total is di\ idcd by the number of 



Table 4. Disability-free life expectancy (years) for males, 
Upper Normandy, 1979 (Sullivan’s method) 



Age 

X 


Survivors 


Years lived 
between 
X and X + 5 


Prevalence 
of disability 
between x 
and X + 5 


Years 
lived with 
disability 
between 
X and X + 5 


Years lived 
without 
disability 
between 
X and X + 5 


DFLE 

from 

X 


(a) 


(b) 


(c) 


(d) 


(e) 


(f) 


(g) 


65 


100 000 


463 715 


0,078 


36 170 


427 545 


10.9 


70 


85 486 


376 533 


0.137 


51 585 


324 948 


7.7 


75 


65 127 


266 085 


0.243 


64 659 


201 426 


5.1 


80 


41 307 


147 690 


0.310 


45 784 


101 906 


3.2 


85 


17 769 


59 025 


0.615 


36 300 


22 725 


1.8 


90 


5 841 


19 043 


0.522 


9 940 


9 103 


1.6 



Source'. Colvez (60). 
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survivors aged 65 to cstimaie llic Dl'Lll for males at age 65 in Upper 
Normandy in 1979: 1 087 653 divided by 100 000 (eolumn b). 
i.c. 10.9 years (column g). From ihe age of 70 upwards the total 
number of years without disability is 660 108. This total is divided by 
the number of survivors aged 70 to estimate the DFLE at age 70; 
660 108 div ided by 85 486 (column b), i.e. 7.7 years (eolumn g). The 
calculations are repeated to complete column g. 



Presentation of data 

Disability-free life expectancy at birth and at ages 1, 15, 45 and 
65 years should be presented, for both sexes and for men and women 
separately. 



Comments 

Many countries have in place a cross-sectional health survey designed 
to provide regular estimates of the health composition of the popula- 
tion. That is why methods that use survey data, such as the Sullivan 
method, are and will continue to be popular. In order to produce the 
most from these existing surveys for calculating healthy life expect- 
ancy indices, it is desirable to collect information about health transi- 
tions, i.e. changes in individual health status (61). To improve the 
accuracy of the estimation of health expectancies, it is therefore 
advisable to conduct annua! surveys with a 12-month retrospective 
question on health status, or two- or three-wave studies with a one- or 
two-year interval. 

Developments are under way in the use and calculation of health 
expectancy indices, especially for the study of time trends and interna- 
tional comparisons. The international research network RFVFS is 
playing an important role in these developments. 

One of the Urst conditions for establishing comparable calculations 
of healthy life expectancy is the collection by countries of comparable 
data on health indicators such as disability and perceived health. The 
efforts made through the consultations to collect these data, as de- 
scribed elsewhere in this chapter, should eontributc to the lurther 
development of standardized health expectancy measures. 
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Chronic Conditions (Mental) 

Background 

Nowadays, chronic diseases such as cancer, cardioxascular diseases, 
rheumatic disorders and mental health disorders consiitutc a major 
public health problem. These diseases arc accompanied by pain, suffer- 
ing, inconvenience and loss of physical capacity, and they are putting 
pressure on health services and society in general. Reducing the 
morbidity and disability due to chronic diseases is therefore an impor- 
tant target of the health for all strategy (target 4). Measuring the 
ineidenee and pre\ alcnee of selected chronic conditions, for all ages 
and for people aged 65 years and over, by sex (indicator 4.6) is also 
relevant in the context of healthy aging (target 6). 

Chronic conditions can be primarily related to physical health 
problems or to mental health disorders. This section deals specifically 
with the assessment of chronic mental conditions; the physical condi- 
tions are described on page 95. The measurement of the consequences 
of mental health problems in terms of long-term disabilities is de- 
scribed in the section on long-term disability (mental/soeial) on page 98. 
Of course, mental health aspects are also included in perceived health and 
temporaiy disability (see the sections on pages 5 1 and 53, respectively). 

The spectrum of mental health problems ranges from psychological 
ill health to very severe disorders. It is estimated that at least 5% of the 
population in the WHO European Region suffer from serious diagnos- 
able mental health disorders (neuroses and functional psychoses), 
although prevalence estimates vary widely from study to study. It is 
further estimated that at least an additional 15% of the population 
suffer from less severe, but potentially incapacitating, forms of mental 
distress (62,6i). These conditions affect social wellbeing and create 
the risk of more serious mental health problems and life-threatening 
behaviour such as suicide, violence and substance abuse. Target 12 of 
the health for all strategy is the reduction of mental health disorders and 
suicide. The measurement of chronic mental conditions is therefore 
directly relevant for this target, especially for indicator 12.3 (mental 
health). 

h'orthc measurement ofmental health disorders in health interview 
surveys a selection of mental health disorders has to be made, as it is 
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not possible to measure all of the more than 120 mental diagnoses that 
are nowadays distinguished (see the Diagnostic and statistical manual 
of mental health disorders (DSM-III-R) (64) and ICD-10 (20). Criteria 
for selection that are relevant for public health policies are prevalence, 
severity and duration. On this basis, the following major chronic 
mental conditions were selected: dementia, mental retardation (both 
referring to cognitive impairment), anxiety disorders, schizophrenia 
and affective disorders. As the sample sizes of health interview surveys 
arc generally not large enough to permit calculation of incidence rates, 
only the prevalence of these conditions can be assessed. 

Because the knowledge of respondents about the above-mentioned 
diagnoses is generally poor, the instruments have to be based on a 
symptom approach. Such an approach takes a considerable time, as a 
large number of symptoms have to be checked in order to diagnose a 
mental disease. To reduce time and expenses it is proposed that, except 
for dementia, a two-stage procedure is used: screening questions 
(stage 1 ) arc followed by an extensive interview procedure (stage 2) if 
the 'Outcome of the screening questions indicates the need for more in- 
depth measurement. In large samples of the general population the use 
of two stages is the most efficient procedure for the assessment of 
mental conditions. A brief description of the recommended instru- 
ments for the selected mental conditions is given below. A comprehen- 
sive description and classification of many recently developed and 
commonly used research techniques can be found in Thompson (65) 
and Wet/.ler (66). 



Dementia 

During the last few decades dementia, and in particular Alzheimer's 
disease, has been transformed from an unfamiliar syndrome to a major 
public health concern. In that period, a great variety of instruments 
ha\e been developed to measure dementia. Tests that are based on 
neuropsychological measures seem most suitable for health inter- 
view surveys because they are brief, clearly interpretable and rela- 
tively easy to administrate. Of these tests, the Iowa dementia test 
(6 7; is recommended because it is not restricted to a given etiological 
type of dementia. Another advantage is that this test does not 
assLMiie formal education or literacy. The test consists of three sub- 
tests: 
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• the measurement of temporal orientation, which assesses the 
accuracy of identification of the month, day of the month, year, 
day of the week and time of the week: 

• the controlled oral word association test, or word fluency test, 
which requires the respondent to produce as many w'ords as 
possible beginning with a specified letter of the alphabet over a 
one-minute period: and 

• the Benton visual retention test (MC version), which is a measure 
of \ isual perception and shon-term \ isual memory for signs. 

The assessment should be limited to people of 55 years and older 
because dementia is hardly ever manifest before the age of 55. 



Mental retardation 

The IQ test is the standard measure of intelligence and, as such, the 
standard diagnostic instrument for the assessment of mental retarda- 
tion. Because the determination of an IQ score takes at least several 
hours, it is not possible to include such a test in health interview 
surveys. To assess the prevalence of mental retardation in health 
interview sur\cys, a short and easily administered test is needed. It 
should be noted, however, that such measurement techniques can only 
be approximations of formal testing. A simple two-stage procedure is 
recommended for people with lower education (at or below primary 
school level) and younger than 55 years. People with higher education 
arc not supposed to be mentally retarded, and people of 55 and older are 
not questioned to avoid confusion with a diagnosis of dementia. The 
recommended instrument consists of a few screening questions and 
(for people aged 14-55) the mini-mental state examination (6<S)^ which 
is a measure of cognitive status, or (for children aged 7--13 and illiterate 
adults) the Benton visual retention test (MC version). 



Atixiety disorders, schizophrenia and affective disorders 

The most widely used screening technique for detecting mental health 
disorders in the general population is the General Health Question- 
naire (GHQ) (69), The GHQ is especially suitable for detecting affec- 
tive disorders in health interview surveys. For the assessment of the 
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selected mental health disorders, the 12-item version (GHQ-12) is 
recommended as a screening instrument, followed by additional screen- 
ing questions to detect chronic cases and otlv'r forms of psychopathol- 
ogy (two questions) and psychotic disorders (four questions). The 
second stage iiU’oK'es the actual assessment of anxiety disorders. 
schi/:ophrenia and affective disorders for those respondents identified 
as possible cases in the screening procedure. The instrument should 
cover a variety of psychopathological conditions and prox idc a diagno- 
sis according to specified criteria. It is recommended that the respec- 
tive chapters of the Diagnostic Interview Schedule (DIS) {70) be used 
for this purpose. The DIS is based on specific diagnostic criteria of an 
internationally accepted classification system (DSM-III-R) and is con- 
sidered to be the only available instrument for large-scale disorder- 
specific community surveys that is economical and that can also make 
use of computerized scoring. 

Instruments 

A summary of the recommended instruments for the selected mental 
health disorders is given in Tabic 5. The instruments are fully de- 
scribed in Annex 3, with details of source, content, administration and 
scoring. For all conditions there is a separate procedure when the 
assessment is based on a proxy informant. 



Presentation of data 

The prevalence of chronic conditions should be presented as the 
percentage of the population suffering from these conditions, by age 
and sex. 

Comments 

The recommended instruments for the assessment of mental conditions 
are based on a symptom approach, which in most eases is time- 
consuming and requires face-to-face interviews. Although administra- 
tion can be done by lay interviewers, intensive training is often needed: 
to learn how to administer the DIS alone, for example, requires training 
of approximately one week. It is recognized that the inclusion of these 
instruments maKcs high demands on the design and duration of health 
interview surveys. Although mental conditions may be measured in 
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Condition 



Table 5. Summary of recommended instruments for some chronic mental conditions^ 



Population Screening 

characteristics instrument 



Diagnostic instrument 



Duration 



Dementia 


People 
>55 years 


No screening questions 


Iowa dementia test: 

(a) measurement of temporal orientation 

(b) controlled oral word association test 

(c) Benton visual retention test (MC version) 






Proxy version: 
4 questions 


A question on already diagnosed dementia oi‘ 
Alzheimer disease by a health professional 


Mental retardation 


People with 
lower education 
and < 55 years 


4 questions 


Mini-mental state examination (14-55 years) 
Benton visual retention test (MC version) 
(7-13 years and illiterate adults) 






Proxy version: 
3 questions 


One question about diagnosed mental 
retardation 


Selected conditions 
-- afixiety disorders 

- schizophrenia 

- affective disorders 


People 
> 1 9 years 


Two-stage screening: 
GHQ-12 and 
6 questions 


Diagnostic interview schedule (DI5) 

- anxiety disorders 

- schizophrenia 

- affective disorders 






Proxy version: 
6 questioris 


Diagnostic interview schedule (DI5) 

- anxiety disorders 

- schizophrenia 

- affective disorders 




Children of 
6-18 years 


6 questions 


Adapted version of DI5 (DI5-C) 

or a proxy version for parents (DI5-Parcnt) 



' For references and addresses see Annex 3, 
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health interview surveys, it is preferable to use some of these instru- 
ments in specialized studies. 

GHQ-12. which is recommended as a screening instrument, can 
also be used to measure chronic complaints; however, the scoring of 
the questions should then be adjusted (see Annex 3). Furthermore, 
GHQ-12 is also recommended for the measurement of emotional 
wellbeing, which can be seen as a relevant additional indicator for 
health for all target 12. The scoring of the questions should then 
probably be adjusted - the scoring for chronic complaints might be 
used - although further research is needed. As an indicator of emo- 
tional wellbeing, GHQ-12 can be commonly included in health inter- 
view surveys. This questionnaire has already been translated into 
16 languages and different versions (according to the number of items 
included) have been validated in many countries. 

The assessment of psychopathology in health interview surveys is 
limited because of at least two possible sources of bias. The first is 
nonrandom refusal because of a mental health disorder that contributes 
to selective non-response. The second relates to the fact that most 
health interview surveys do not include the institutionalized popula- 
tion, yet institutional residents are expected to account for a dispropor- 
tionate share of those with mental health disorders. These problems 
can cause considerable bias in estimating the prevalence of chronic 
mental conditions in the populat’on (sec also Chapter 4). 

The methodology of measuring mental health disorders is cur- 
rently undergoing intensive development. WHO has proposed several 
instruments, such as the composite international diagnostic interview 
(CiDI ) ( 71 ) and the schedules for clinical assessment in neuropsychiatry 
(SCAN) ( 72 ). CIDI and SCAN may be seen as possible alternatives for 
the DIS recommended here. CID! was developed only recently, and 
has therefore not yet been used extensively. SCAN is intended for use 
by clinicians and is therefore less suitable for large-scale general 
population surveys. 

The instruments recommended in this publication w'crc selected 
specifically on the grounds of their practical use in collecting informa- 
tion for health for all indicators in large-scale health interview surveys 
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of the general population. As the area of measuring mental health 
disorders in health surveys develops further, new and/or other instru- 
ments may be eonsidered in the future. 

Smoking 

Background 

Smoking is a major eause of lung eaneer. isehaemic heart disease, 
ehronie bronchitis and emphy.sema (73.74). Furthermore, smoking 
during pregnaney lo^^'crs the birth weight of infants, and e.xposure to 
environmental tobacco smoke increases the risk of lung cancer and 
other respiratory illnesses among nonsmokers (75.76). It is estimated 
that during 1985. a total of Just o\'er 1 . 1 million deaths in the European 
Region were due to tobacco (77): in 1995 the figure is expected to be 
nearly 1.4 million (Fig. 2). 

Target 17 of the health for all strategy aims at a significant 
reduction of the health-damaging consumption ofdependenee-produc- 
ing substances such as alcohol, tobacco and psyehoactiv'c drugs. With 
respect to tobacco use. the specific objeetive is to increase the number 
of nonsmokers and to protect nonsmokei's from inv oluntary exposure 
to tobacco smoke. 

For the monitoring of smoking patterns in the population (health 
forall indicator 1 7. 10). information is needed about the proportions of 
daily smokers, occasional smokers, ex-smokers and those who have 
never smoked. Further divisions into subgroups can be made accord- 
ing to level of smoking, whether a person has reduced his or her 
smoking, and how long ago a person slopped smoking. In order to 
measure all these aspects a simple instrument containing five ques- 
tions is recommended. This set is regarded as a minimum; ol course, 
more detailed information on smoking behaviour can also be assessed, 
for e.'-ample the number of cigarettes and other tobacco products used 
per day. the total number of years of smoking .nd the age at which 
smoking started. In addition, it may be relevant to measure other 
aspects of smoking behaviour, such as attempts to slop smoking and 
opinions on the harmfulness of tobacco (73). Passive smoking can 
possibly be assessed by asking questions on exposure to tobacco 
smoke at work and at home (76). 




O 




72 



Hi \l IN I\|| K\ll\\ M H\| VS 



Fig. 2. Predicted annual deaths (in thousands) 
attributed to tobacco In countries of the European Region 
in 1995» at > 35 years of age^ 




^ Adapted from Peto et al. { 11 ). 

^ Estimates for the populations of the former Czechoslovakia, former USSR 
and former Yugoslavia, respectively. 



The designation and the presentation of material on this map of the WHO European 
Region Member States (as at 31 August 1995) do not imply the expression of any 
opinion whatsoever on the part of the World Health Organization concerning the 
legal status of any country, territory, city or area or of its authorities or concerning 
the delimitation of its frontiers or boundaries. 
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Instrument 



Smoking 

1 . Do you smoke? 

- Yes, daily 

- Yes, occasionally (go to question 3) 

“ No (go to question -4) 

2. How many cigarettes do you usually smoke on average each day? 

- Does not smoke cigarettes 

- Fewer than 20 

- 20 or more [heavy smoker] 

3. Compared with two years ago would you say you now have reduced 
smoking? 

- Yes (end) 

- No (end) 

4. Have you ever smoked? 

- Yes, daily 

- Yes, occasionally 

- No (end) 

I 5. How long ago did you stop smoking? 

I - Less than two years ago 
I ~ Two years ago or more 

L J 

Presentation of data 

in accordance with health Ibi all indicator 17.10. the following indices 
could be produced for the description ol* snK^king patterns in the 
populatiim (the categ(M‘ies are not e\clusi\e). 



The prop(U‘ti(Mi (d'the pi^wilation who: 

• are daily smokers 

smirking 20 ov m(U‘e cigarettes per day (hea\y smokers) 

smoking fewer than 20 cigarettes per day 

iK^t smoking cigarettes (i.e. smirking a pipe eigars): 

• are daily smokers who ha\e red need suK^king in the past \wo 
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• arc occasional smokers; 

• arc occasional smokers ’.vho have reduced smoking in the past 
two years; 

• are nonsmokers; 

• arc ex-smokers who smoked daily in the past and slopped 
smoking 

more than two years ago 
in the past two years; 

• are ex-smokers who smoked occasionally in the past and stopped 
smoking 

more than two years ago 
in the past two years; 

• have never smoked. 



These data should be given for the total population and disaggregated 
by age, sex and if possible also by socioeconomic group, geographical 
area, etc. 

Conwicnls 

The social acceptability of behaviour such as smoking and drinking 
may \ ary from one society to another. Smoking is becoming socially 
less acceptable, especially in countries of western and northern Eu- 
rope, following the spread of health information on this issue. It is not 
yet clear whether this shift in opinion has effects on the reliability of 
data obtained by sur\ eys (74). 

The measurement and presentation of smoking behaviour is usually 
restricted to the population aged 1 5 years and older. However, a WHO 
collaborative study on health behaviour in school-age children showed 
that at the age of‘ 15 16 about one third already smoked at least 
occasionally, and that one in seven smoked daily in the nine European 
countries surveyed (HO). 

Because of' the increasing concern about the health-damaging 
beha\'iour of children and adolescents, it is important to measui'c 
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smoking patterns among these groups. The use of a proxy informant, 
usually the parent, is not suitable because the parent may not be 
informed about the snioking behaviour of the child. Asking children 
about their smoking behaviour usually requires adjustment of the 
questionnaires that are developed for adults (74,78). The above-men- 
tioned WHO collaborative study has developed a methodology that can 
be applied in all European countries (81) and that complements earlier 
recommendations (78). 

With respect to the item on the reduction of smoking (question 3 of 
the recommended instrument) there are indications that this may re- 
Hect the attitude towards smoking reduction rather than real changes in 
tobacco consumption (74). 



Physical Activity 

Background 

The contribution of physical Htness and appropriate physical activity 
to health and wellbeing has become widely acknowledged (82). Physi- 
cal activity is associated with decreased risks of coronary heart disease 
(83) and it is also likely to be benencial in relation to colon cancer, 
stroke, hypertension, diabetes, obesity, osteoporosis and depression 
(84,85). Regular physical activity is therefore commonly recognized as 
a health stiniulating activity and is an indicator of progress towards the 
health for all target on the promotion of healthy patterns of li\ ing 
(target 16). 

The classiHcation of individuals by actixity level is the main objective 
of measuring physical actix’ity. and enables the study of trends and of 
associations with other types of behaviour or with health outcomes. 

Sc\ oral instruments have been developed for the measurement of 
physical activity in health interview surveys. Many are designed to 
estimate total energy expenditure. However, these instruments arc 
generally not suitable for large-scale health interx'iew surveys. The 
reasons include practical problems ( i.e. the necessity to collect detailed 
inibrmation on type, frequency, duration and intensity of all actixities, 
and for considerable training ol' interx’iexvers) as well as technical 
problems (i.e. the requirement of energy expenditure intensity codes 
Ibr each type of physical actix'ity, and the problem of categorization 



into actix ity levels). Accurate estimates ofactix ity intensity are not yet 
axailable. In addition, standardization of aetix ily intensities betxveen 
diffcreni populations, age groups and enxironmenial conditions is 
extremely diftleult. Therefore, even xvith complex questionnaires, 
only a gross classification into three different activity categories " 
light (sedentary), moderate and lieavy is usually possible. These 
dillieullies hax e adx aneed the development of less complex question- 
naires. 

The recommended instrument addresses health for all indicator 
16.12 (exercise) and consists oftxx o simple questions: one on the self- 
assessment of physical aetix ity. derived from the Danish Health Intcr- 
X iexv Surxey. and one on the Irequency of exereise-indueed sxxeating 
(S6). I hese questions ai‘e suitable I'or sui'veys xx herc energv expendi- 
ture xalues do not haxe to be produced and xvhere elassillealion of 
subjects on an ordinal scale is suflleient. The instrument deals only 
xx ith physical aetix ity patterns in leisure time. Because the occupa- 
tional physical aetix ity of the majority of the population in the highly 
mechanized developed countries is generally loxx-, appropriate physical 
activity is predominantly realized in leisure time. 



InsfrumciU 



I Physical activity j 

! I 

; I . Whac describes best your leisure time activities during the last year? | 

- Hard training and competitive sport more than once a week (o) I 

I “ Jogging and other recreational sports or heavy gardening, at 
I least 4 hours a week (b) 

; - Walking, bicycling or other light activities at least 4 hours a 

‘ week (c) 

[ - Reading, watching TV or other sedentary activities (d) 

; 2. At least once a week do you engage in any regular activity, such as * 

jogging, cycling, etc. long enough to work up sweat? | 

i - No ! 

' - Yes I 

! ! 

) ! 



If yes; 

How many days per week? days 
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Qiiesiions on occupational and household physical aciix iiy can be 
added to these two questions, but specific questions have not yet been 
recommended. 

If a detailed assessment of physical actix ity is required, an instru- 
ment that measures both total and leisure time energy expenditure 
should be used. For this purpose, occupational activity should be 
included in the questionnaire, and long-term patterns should be estab- 
lished using a 12-month reporting period. Self-administered question- 
naires are not recommended for this type of actix ity assessment. The 
Canada Fitness Surx'ey Questionnaire is recommended: it should 
be adapted to take account of the common txpes of leisure time activitx' 
in different countries. 



Prcsctualion of da ia 

The results of the first question of the recommended instrument on the 
self-assessment of physical activity can be presented according to the 
four an sxver categories a. c and cL If the numbers in each category are 
too small or the purpose of the study requires the use of combined 
categories, the levels of actix ity can be presented in three categories: 
light sedentary (ansxver d). moderate (ansxvers h and c) and heavy 
(ansxver ^/). A txvo-lexel classification is also possible, e.g. inactive 
(ansxx’ers c and d) and actixe (ansxvers a and h). 

For the second question, on exercise-induced sxveating. the folloxv- 
ing txvo-lexel classification has been proposed ((S6): actixe (^3 days 
per xveek) and inactive (0 2 days per xveek). 

The percentages of the population xvith these levels ol* actixity 
should he presented by age and sex at least. 

C'ombi nation of the txvo questions is possible, but research has 
indicated that this dtK's not necessarily result in a better classification 



fhe xaiiditx td'the questitm on exercise-induced sxx eating xvas tested 
against resting heart rate, skinfold thickness and xveekly energy 
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expenditure in a sample of young adults in the United States. The study 
demonstrated that it provides a useful indicator of physical activity 
(H6). The question on self-assessment of physical activity has been 
used in the Danish Health Interview Survey for some years, and is also 
regarded as a useful measure for leisure time physical activity. Further 
study is necessary regarding the suitability of the questions for use in 
health interview surveys of the elderly. 

Birth Weight 

Background 

Birth weight is a commonly used indicator of the nutritional and health 
status of the newborn. It is considered to be an important determinant 
of the survival of the infant ^V<SV and its ability to develop normally 
(H9). Several factors are associated with low birth weight, such as 
maternal age, parity, social class, smoking, alcohol consumption and, 
particularly in developing countries, nutrition (HH). In affluent socie- 
ties, smoking seems to be the most important maternal environmental 
factor {90). Because ofthc relation between birth weight and maternal 
lifestyle, adequate birth weight is one of the indicators (indicator 16.4) 
of progress towards health for all target 16, which aims at the promo- 
tion of positive health behaviour. Improved nutrition, elimination of 
smoking and the use of alcohol during pregnancy, and proper antenatal 
services are also relevant in relation to other health for all targets, and 
hence the prevention of low birth weight may be indicative for these as 
well. 

A low birth weight is commonly defined as one less than 
2500 grams. Low-birth-weight infants comprise prematurely born 
infants and infants who are too small for their gestational age because 
of retarded letal growth. Better medical knowledge and improved 
technology help more children to survix e premature birth, but they arc 
at an increased risk of health problems such as infectious diseases. 
Small-for-date infants may show a tendency towards impaired catch- 
up growth, and possibly poorer intellectual peiibrmance later in life 
(H9d)l). Low-birth-weight infants have been found to have more chronic 
conditions, more days of' restricted activity and poorer health status in 
childhood than infants with a normal birth weight (92). A recent review 
indicates that babies who are small at birth also have an increased risk 
of developing cardiovascular disease in adult life (92), 
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Multiple births often result in relatively small or low-birth-weight 
infants. In some countries (94) the number of multiple births is increas- 
ing rather strongly. This can probably be ascribed to the increasing 
average childbearing age of women, and to the application of modern 
medical technology such as hormone treatment and in vitro fertiliza- 
tion to infertility problems. 

Because of the effect of preterm (> 1 month before the due date) 
and multiple births on birth weight, it is important to include these 
aspects in birth weight monitoring. 

In principle, administrative records such as birth registration or 
maternity records should be the main source of information for this 
indicator. If these sources are not available or a need is felt for 
additional information from surveys (for instance birth weight by 
socioeconomic status or other characteristics of the parents) it is 
recommended that questions on birth weight are included in health 
interview surveys. 

It has uccn shown that parents are able to report the birth weight of 
their children: even for children a few years old the birth weight is 
remembered with sufficient precision (95), It is recommended that 
questions be posed only to parents of children aged four years or less. 

Instrument 



Birth weight 

1 . is the child a twin or triplet? 

- Yes [multiple birth] 

- No 

2. Was the child born before it was due? 

- Yes 

- No (go to question 4) 

3. Was that less than one month before it was due or more 
than that? 

- Less than one month 

- One month or more 

4. How much did the child weigh at birth? (record in grams) 
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The question should be asked of one of the parents (proxy) for eaeh 
ehild aged four or less. Dates of birth should be reeorded to enable 
adequate tabulation of age. 



Presentation of data 

The positive health indieator peieentage of neonates having a birth 
weight of 2500 g or more at birth should be presented as a minimum 
(health for all indieator 16.4). It is desirable to present separate per- 
centages for boys and girls. In addition, the distribution of birth 
weights can be given, e.g. the categories < I500g (very low birth 
weight). 1500- 1 999 g. 20()0--2499 g, 250()-2999"g. 3000-3499 g. 
3500 "3999 g, 4000 4499 g and > 4500 g. Average birth weights may 
also be presented. 

.\s mentioned before, it is informative to give the percentages of 
preterm and multiple births. Birth weight data should at least be 
presented for single (live) births. Additionally, it is relevant to give 
data for full-term single births and. if sample sizes allow' such 
disaggregation, also for preterm single, ful 1-term tw in triplet and preterm 
twin triplet births. 



Disaggregation of birth weight data by background characteristics, 
such as urban and rural areas, geographical or administrative subdivi- 
sions, and socioeconomic groups (e.g. le\ el of mother's education) is 
also relevant. 



Breast-feeding 

Backi^round 

The general consensus of medical opinion is that the mother's milk is 
the best food for babies. Health for all target 7, winch focuses on 
improving the health of children and young people, shouid be achieved 
inter alia by promoting the breast-feeding of infants by tiie greatest 
possible proportion of mothers, including working mothers. The pro- 
motion of breast-feeding is also seen in the context of positive health 
beha\'iour (target 16): health for all indicator 16.6 concerns the moni- 
toring of the percentage of children breast-fed at different ages (six 
weeks minimum). 
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There seems to be little doubt that breast-feeding has a positi\e 
efleet on the health and growth of iniants (S(S). Breast milk pro\ ides all 
the nutrients needed by the infant in the first few months of life and 
breast-fed infants are at a reduced risk of a variety of health problems, 
including infectious diseases and allergies (96 9<S). Premature infants 
ha\e been shown to have higher developmental and intelligence scores 
later in life when they are given breast milk than when they are not (99). 
WHO ad\’ises exclusive breast-feeding from birth to four to six months 
of age. Thereafter, children should continue to be breast-fed, while 
recei\’ing appropriate and adequate complementary foods, for up to 
iwo years of age or beyond. 

Breast-feeding is especially advantageous in developing countries, 
where conditions for appropriate bottle-feeding, such as hygienic 
preparation and breast-milk substitutes of* high quality, are often not 
available. Although in most, but not all. industrialized countries breast- 
milk substitutes of high quality are widely a\’ailablc and affordable, 
human milk also offers advantages here, as indicated abo\ e, including 
less strain on the baby's metabolic system. 

For many years there has been concern about the effect of environ- 
mental pollution (polychlorinated biphenyls and dioxins) on the health 
of breast-fed babies. So far. studies have indicated that the average 
intake of these substances is below le\ els that might cause adverse 
health effects, and breast-feeding should therefore not be discouraged 
( 100 ), 

In the dexeloped countries, there was a steady decline in breast- 
feeding from the 1930s to the 1960s. Breast-feeding promotion pro- 
grammes contributed to a reversal ol* trends in the 1970s (<^<S) (see 
Fig. 3). In the second hall* of the 1980s there seems to ha\’e been no 
further signillcant increase in some countries, and in some even a slight 
decline (12). 

As is the case with the indicator on birth weight, information about 
breast-feeding can be obtained from registers in a number ot'countries. 
But it is also an item worth including in population surveys, which have 
the advantage of providing full coverage based on representative 
samples, quick availability of data, and availability of background 
variables of the child and parents. It is recommended that the 
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Fig. 3. Breast-feeding in Oslo, Norway, 
1950-1980 




Source; Evensen ( 96 ). 



instrument should refer to breast-feeding at three ages of the child: six 
weeks, three months and six months. The question should be asked of 
parents of children aged between six months and four years, and partial 
breast-feeding should be included. 



Instrument 



Breast-feeding 

For each child between six nnonths and four years of age, ask: 

Was the child breast-fed (include partial breast-feeding) at the age of: 



Yes No 
6 weeks I 2 

3 months I 2 

6 months I 2 
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Presentation of data 

For health for all indicator 1 6.6 the percentage of children breast-fed at 
six weeks, three months and six months of age should be presented. 
Additionally, it may be relevant to relate breast-feeding practices to 
characteristics of the mother, such as age. parity, educational level, 
whether employed or not, and lifestyle aspects (e.g. smoking). 



Comments 

Since for children younger than six nionths of age the recommended 
instrument cannot be completely filled in, it is advisable to restrict the 
calculation of the health for all indicator to children of six months and 
over (up to four years). However, for other research purposes it may 
also be relevant to collect data for children of less than six months. 

Breast-feeding for less than six weeks, which is not included in the 
recommended question, may occur rather frequently. In the Nether- 
lands, for instance, data for children from six months to four years of 
age in the period 1989-1992 show that 68% had been breast-fed from 
birth, while at six weeks of age the breast-feeding rate had already 
fallen to 54% (lOI). It may therefore also be relevant to monitor the 
percentage of children that were breast-fed from birth. This can be 
realized by adding a preliminary question to the recommended instru- 
ment ("Was the child breast-fed?", yes/no) or to add in the recom- 
mended instrument the category ''from birth" before the category "six 
weeks". 



Body Mass Index 

Background 

Obesity is considered to be a major public health problem and, since it 
is very difficult to cure once established, prevention is critical. The 
prevalence of obesity (body mass index > 30 kg/nT) among people of 
40- 60 years of age exceeds 10% in European countries (102). Obesity 
is associated with various chronic conditions, such as hypertension, 
hyperlipoproteinacmia, gout, diabetes mellitus and cardiovascular dis- 
ease (103) and leads to functional limitations in the activities of daily 
living (104). 
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Between relali\e weight (weight corrected for height) and mortal- 
ity there is a well known U- or J-shaped relation: excess mortality 
occurs among both the obese and the very thin (105). However, 
mortality among the very thin is eaiised by categories of diseases 
(some cancers for instance) other than those responsible for mortality 
among the obese (106). Being underweight may also be the conse- 
quence of such illness rather than an etiological factor: this needs to be 
considered when risk laclors are being assessed. 

Although obesity is a complicated phenomenon with a 
multifactorial origin - in which environmental factors play a role- 
it is basically caused by excess food intake relative to the level of 
expenditure. The monitoring of the prevalence of obesity, and of 
the dislribiilion of body mass index (weight/heighl") in general, is 
therefore an important indicator (indicator 16.10) in the context of 
health for all target 16, which aims at the promotion of healthy 
lifestyles. 



Body mass index (BMl) or Queielel's index is a measure of a 
person's weight relative to his or her height that correlates fairly well 
with body fat content in adults (K)5). BMl has been accepted by expert 
committees as the most useful measure of obesity in adults when only 
weight and height data are available (I07J0H). According to the 
classification ofGarrow obesity is defined as a BMl of 30 kg/nr 
or more. This has become a generally accepted cut-off point for 
obesity or being severely o\ erweight (i JO). There is as yet no inter- 
national consensus about the classification of moderate obesity; a 
BMl range of 25 30 kg-nr is often used (110) but a cut-off point of 
27 kg nr is also common (III). 



Weight and height data lor individuals can be collected in health 
interview surveys. Most respondents are able to stale weight in kilo- 
grams and height in centimetres. Although self-reporting gi\es small 
but systematic errors height lending to be overstated and weight 
underreported the magnitude of misreporling is small on average 
(I i 2). Rounding to 0 or 5 also occurs in self-reporting, but this does 
not seem to inlluence a\erage values (115). Self-reported weight and 
height are therefore considered to be a sufficiently reliable basis for 
calculating BMl. 
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insirumcfU 



Body mass index 

What is your height without shoes? cm 

How much do you weigh without clothes and shoes? kg 

Women should be asked whether they are pregnant and, if so, what their 
weight was before pregnancy 



The recommended minimum age for the calculalion of BMI is 
1 8 years. It is also relevant to collect information on weight and height 
ofchildren under the age ol’ 18 in health inter\iew surveys, but these 
data should be related to a precise indication ofage, down to the nearest 
month (see the “C'omments" section below). 



Presentation of data 

For each respondent. BMI is calculated by dividing body weight in kg 
by body height (in m) squared. It is recommended that the distribution 
of BMI be classified and presented as follows: 

(severely underweight) 

(under\\eight) 

(normal) 

(overweight) 

(se\erely overweight: obese) 

On the basis of these ranges, different definitions for being 
o\erweight can be applied, i.e. a BMI of 25 30 or 27 30. For a 
more detailed insight into the frequency distribution of BMI, finer 
breakdowns of the above-mentioned classification can also be 
produced. 

For health for all indicator 16.10, the distribution of BMI, includ- 
ing the percentage ol* the population with a BMI ol* greater than 



under 18 
1 8 and under 20 
20 and under 25 
25 and under 27 
27 and under 30 
30 or over 
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30 kg/in% should be presented by age (excluding ages < 18 years) 
and sex. 

Furthermore, it is relevant to disaggregate data by other charac- 
teristics, such as socioeconomic status. Frequently, the percentage 
of obese persons is inversely correlated with level of education 
(114). 

Comments 

Age is an important variable in relation to BMl. According to studies 
conducted in industrialized countries, BMl increases with age until 
about 50 years of age in men and until menopause in women, then 
remains fairly constant and decreases after the age of about 70 years 
(106,1 14,1 1 5). It should be noted that the risk to health posed by 
obesity seems to be larger in younger than in older people (1()5)\ above 
65 years of age there appears to be hardly any relationship with 
mortality (116). There are also indications that the sensitivity of the 
estimates of obesity based on self-reported weight and height, as 
compared with measured weight and height, is less in the elderly than 
in younger age groups (117). BMl data for the elderly should therefore 
be used and interpreted with care. 

For growing children. BMl can only be applied as an age- 
dependent index, for instance by using BMl percentiles by age as 
reference values (118-120). However, childrens' nutritional status is 
commonly evaluated by comparing their weight for height and weight 
for age with appropriate reference values. In the framework of the 
health for all indicators (indicator 16.5) a child's nutritional status is 
defined as acceptable when these indices fall within the range of 
80%-100% or ± 2 standard deviations of the reference values estab- 
lished by the United States National Center for Health Statistics (13). 
Indicator 16.5 is not included in the list of indicators that can only or 
best be covered through health interview surveys (see Chapter 1) 
because weight and height data for children are often available from 
routine registers or sentinel surveillance. However, health interview 
surveys are also a possible source of these data. Survey information on 
the weight and height of children, collected by proxy interview with 
one of the parents, does not seem to deviate significantly from that from 
other sources (113). 
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Socioeconomic Classification 

Background 

One of the central topics of public health research is socioeconomic 
inequality in health. Within countries there arc marked inequalities in 
health status between the more and the less privileged groups. Reduc- 
ing health differences between groups of different socioeconomic 
status by improving the health status of disadvantaged groups is 
considered to be one of the most important targets of health policy. In 
the health for all strategy, equity in health is addressed in target 1. 
Equity in health implies that ideally everyone should have a fair 
opportunity to attain his or her tull health potential and, more prag- 
matically, that no one should be disadvantaged from achieving this 
potential if it can be avoided. The term “inequity" refers to differ- 
ences in health that are not only unnecessary and ax oidable but, in 
addition, are considered unfair and unjust (121). In order to iden- 
tify inequity it is important to analyse dilTerences between socio- 
economic groups and to understand the reasons lor those difter- 
ences. 



Being a key aspect of target 1 of the health for all strategy, the 
measurement ol socioeconomic status should be a part oi population 
surveys that cover health indicators. The primary purpose of assessing 
soeioeconomic status in health interview surveys is the description and 
evaluation of health differences. 

Socioeconomic status has a broad meaning coxering sexeral re- 
lated dimensions. The most important concepts used to define or 
rellect it are education, wealth, income, occupation and economic 
position. 



Level of education is seen as the most useiul indicator because it 
has an element of permanence: once someone has achieved a certain 
level, it is likely to remain the same for life or at least for prolonged 
periods. There are two different measures for distinguishing education 
levels. The more common, which is similar to the basis of the Inter- 
national Standard Classification of ITlucation (122). uses the number 
of* years of full-time edueation as a basis or. alternatively, the last 
educational establishment attended full-time: primary school, lower 
secondary school, higher secondary school or post secondary school. 



<ss 



III W III IMl U\ ll-w M H\ n s 



Another possible measure is the hi^ihest qualification level achieved. 
It is recommended that the number of years of schooling should be 
measured; measurement of qualifications achieved is also useful, 
but of lower priority. Both are included in the recommended instru- 
ment. 



Indicators of wealth, such as number of rooms, housing tenure and 
car ownership, arc easy to collect but ha\e not been used . in many 
countries. Because indicators of wealth may vary between countries, 
further investigations arc needed before they can be recommended for 
general inclusion in health interview surx'evs. 

Income is a valuable variable when accurate information can be 
collected and when there is not a great reduction in participation rates 
(item non-response). Problems also include definition difficulties, 
such as household versus indix idual income, gross versus net, earned 
versus total, usual versus current and cash versus kind. It is recom- 
mended that income should be measured as total, net, current, usual 
and household income. Income can be collected as a continuous or as 
a categorical (banded) \ariable. The adxantages of the latter are 
simplicity in the interview and higher response, because some inform- 
ants know their rough income and can indicate a band but are not aware 
of their precise income. The disadvantage is that it reduces the flexibil- 
ity for re-banding during data analysis, which is particularly important 
for producing deciles or quintiles or for adjusting for inflation. The 
flexibility for re- banding can, howexei*, be increased b^» using a fine 
banding at the time of data collection. It may be best for some eountries 
to collect exact income, but for most it is only feasible to use a 
categorical \ariable. It is recommended that a categoi‘i/.ation is 
used that enables the sample to be grouped into quintiles. The 
advantage in using a relative classification such as quintiles, rather 
than absolute income levels, is that it is then possible to measure 
trends in health status by income level without having to adjust for 
inflation, and to compare different countries without having to 
adjust for exchange rate differences. Grouping into quintiles can be 
realized by using a fine banding in about 20 categories during data 
col lection. 

The use of occupation as a classification \*ariable is probably one 
ol the earliest examples of social research in modern times the 
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anulvsis of occupalionol morUilily based on dcalh rcgislralion data. 
For inlcrnalional comparisons a simple grouping of oceupations in 
ihree categories is usually used, i.e. non-nuinualnion-agriculUiral, 
manual-' non-agrieullural, and agricultural. Research is currently in 
prouress to dc\*clop a common occupational elassitication tor all 
countries in the European Union, based on the 1988 version of the 
International Standard Classification of Oeeupation (1 SCO-88 )(' 123 ). 
The oceupations included in lSC'O-88 are class i tied into 10 groups 
on the basis of the complexity of the tasks ot the occupations 
concerned, the knowledge and experience required, and the educa- 
tional level normally associated with oceupations. Besides some 
unresolved technical problems related to comparability between 
countries, this grouping docs not result in an ordinal scale of social 
class, which makes it less useful lor rcscai'ch on health inequalities. 
For health intcr\ iew sur\ cys, a grouping based on the non-manual 
manual agriculture di\’ision of occupations is recommended. Clas- 
sification into the three categories mentioned earlier is recom- 
mended as a minimum. A more detailed extension ol this elassiiica- 
tion into eight categories is preferable, and is described in the 
instrument. This classification is not completely ordinal because ol 
the separation of agricultural occupations, which form a significant 
and different type in many countries and often have worse health 
status than other occupations. It would, howe\’cr, be possible tc> 
derive an ordinal scale from this eight-category elassilieation by 
puUimi "farmers" in the ‘"managers, associate professionals 
category and "farm workers" in the "semi-skilled manual cat- 
egory. The classification of occupations into the three- and eight- 
category scales could be based on lSCO-88, but individual coun- 
tries mav reach the recommended \ariables through their own 
classifications. 



An important aspect of socioeconomic status is whether a per- 
son is employed, unemployed, retired, looking alter the home or 
family, a student or in some other category. It has been tound in 
many studies that a person's economic position, in particular 
whether unemployed or not, is associated with his or her health 
status. It is recommended that information on economic position 
should be eolleeted in health surveys, particularly to identify the 
unemployed as a separate group. 
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Instrument 



Education 

1 . Number of years of full-time education 

For how many years did you attend school full time (exclude college)? 

- Not yet finished X (go to question 2) 

- No schooling/less than one year 0 (go to question 2) 

- No, of years 

Did you attend college or other full-time further education after complet- 
ing schooling? If so, how many years did this last? 

- No, of years 

Note: in some cultures the difference between school and college may not be 
clear. A single question covering both provides the required data, if such a 
question will work 

2. Qualifications 

Do you have any of the qualifications shown on this card? 

(A showcard and coding frame to be developed by each country with the 
aim of providing a four-category classification) 

I 

i - No qualifications I 

I — Qualifications at or below a lower secondary 

I school level 2 

j - Qualifications at higher secondary school level 3 

j ~ Higher qualifications 4 

j (For an example of a showcard and coding frame, see Annex 4) 
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Occupation 

/. If emfyloyed: What was your job last week? 

If not employed: What was your most recent job? 

If retired: What was your main job? 

Job title: 

Describe fully (what do/did you actually do in your job): 



2. Are/were you an employee or self-employed? 

-* Employee 1 (go to question a) 

- Self-employed 2 (go to question b) 



(a) Are/were you: 

- manager I 

- foreman/supervisor 2 

- other employee 3 

(b) Do (did) you employ any other people? 

- Yes I 

- No 2 



The answers lo ihese queslions should he eiKled lo Uirec ealegories: 



(i ) non-manual, non-agrieullural 

( ii ) manual, non-agrieiiluiral 

(iii) agrieulturah 

Preferably ihere should be eighl ealegories: 



- professional, senim‘ ollieials (i) 

- managers, associate professionals (i) 
-" junior non-manual, clerks (i) 

- skilled manual (ii) 

- semi-skilled manual (ii ) 

- unskilled manual (ii) 

- farmers (iii) 

- farm workers (iii). 
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Economic position 



I . Are you doing any paid work at present? 

- Yes I 

- No X 



2. Do you have a paid job that you are 
away from at present? 

- Yes 

- No 



X 



(end) 

(go to question 2) 



(end 

(go to question 3) 



3. Are you at present 

- waiting to take up a job 

- looking for work 

- unable to seek work because of 
temporary Illness or Injury 

- permanently unable to work 

- retired 

- at school or college 

- looking after the home or family 

- other 



X (go to question 5) 

X (go to question 4) 




(end) 



4, Have you looked for paid work at 
any time in the last 4 weeks? 

- Yes X 

- No 8 

(I) If a job became available would you 

be able to start it within two weeks? 

- Yes 2 

- No 8 

5. If the job was available now would you 
be able to start it within two weeks? 

- Yes 2 

- No 8 



(go to question i) 
(end) 



(end) 

(end) 



The code entegories iire: 

1. working 

2. unemployed 

3. unable to seek work bceuuse td'temporary illness or injurv 

4. permanently unable to wcu‘k 

5. retired 

(\ at school or college 

7. looking after home or family 

8. other. 
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Income 



1 . 1 now want to ask about your total income (that is, the total 
income of all the people in your household). 

One adult household 

First, are you doing any paid work at present? 



Two or more adults 

First, how many people in your household are doing paid work? 



5. One adult household 

Can you please look at this card and tell me which group 
your fofoi net income falls into (present showcard). 

I want you to include all your income - earnings, pension, 
benefits and so on - after deduction of tax, national insurance. 

- Group number 

- Refused I 

- Does not know 2 

Two or more adults 

Can you please look at this card and tell me which group the total 
net income of all the people in your household falls into (present 
showcard). 

I want you to include all income - earnings, pension, benefits 
and so on - after deduction of tax, national insurance. 

- Group number 

- Refused I 

- Does not know 2 



-Yes 
- No 



2 



- None 

- One or more 



0 



2. Are you (is anyone in the household) receiving a pension 
from a previous employer? 



- Yes 

- No 



2 



3. Are you (is anyone) receiving any state benefits? 



- Yes 

- No 



2 



4. Do you (does anyone) have any other source of income 
such as interest, payment from other people, etc? 



- Yes. 

- No 



2 
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With respect to the measureinenl of occupation, it should be noted 
that ‘lunisewife" is an acceptable occupation. It may be classified in 
the category “unskilled maiuiar' of the recommended eight-category 
scale, and in the “manual, non-agriculturaP' category of the three- 
categorx' scale. 

The questions on income should preierably be asked of the head of 
the household, or otherwise his or her spouse. An example of a 
showcard for income (relating to the questions in section 5 of the 
instrument) is given in Annex 4. On this showcard, categories of 
monthly and weekly income are presented. Income categories can also 
be given for annual income, which can be relevant, for example, for 
.self-employed people such as small traders. 

It is recommended that the socioeconomic x’ariables (except in- 
come) are collected for each individual sepa’‘itely and also that each 
household and or each member of the household is given a \’alue 
according to the value ol' the household reference person (head of 
household): no recommendation has been made yet about how to 
define the rclcrcncc person, for income, data are collected at house- 
hold le\'cl only. 



Prcscniafion of data 

The first step in the description of health inequalities is the presenta- 
tion of health problems per socioeconomic class, lor example the 
prevalence of long-term disability per socioeconomic status category 
for each of the four status indicators. 

The degree of possible inequality may ho assessed by the differ- 
ences between extreme categories. Ilowexcr, the extreme \ alues de- 
pend greatly on how a variable is catcgori/cd, in particular how finely 
it is categori/cd at the extremes. A more comprehensive method of 
establishing the degree ol'incquality is the use ol'an index that includes 
health information of all categories td'a status variable. Sc\ oral of such 
summary indices have been developed, such as the index of dissimilar- 
ity or index of inequality dcxeloped by Koskinen (unpublished data, 
1^)SS) and an index dc\ eloped by Preston (!24l which has recently 
been used in an international study of socioeconomic inequalities in 
self-reported health (26). Using Preston's index, countries in the latter 
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study could be compared even when different (but always hierarchical) 
classifications of educational, occupational or income groups were 
applied. The interpretation of the results should, however, take into 
account the fact that this index is based on the assumption that the 
extent of the differences in soeioceonomie status is the same between 
countries. This implies that when relatively large health inequalities 
arc found for a country, this could be partly due to larger differences in 
the "absolute" levels of the socioeconomic variables themselves. 



Comments 

It is recognized that collecting information on all the classification 
variables listed here may be too onerous a task. It is recommended that 
at least education should be measured and, if possible, occupation and 
or income as well. 

Instruments that cover geographical di\ isions, such as urban rural, 
and ethnic minorities may also be relevant for inclusion in health 
intcr\ icw surveys. 

INDICATORS FOR WHICH RECOMMENDED 
INSTRUMENTS ARE NOT YET A\ AILABLE 

Chronic Conditions (Physical) 

Background 

At present there arc still considerable gaps in knowledge of the inci- 
dence and prcN'alencc of chronic diseases. Health inter\iew sur\cys are 
considered to be an important source for this kind of information, but 
a common methodology is currently lacking. With respect to chronic 
mental conditions, there is hardly any information based on health 
interview surveys available but. during the consultations, some appar- 
ently appropriate instruments tor the assessment ol some major chronic 
mental conditions could be recommended; these arc described in the 
section on chronic conditions (mental ) on page 65 and in Annex 4, for 
the measurement of chronic physical conditions it is not possible to 
recommend any instruments for the time being; in this section current 
considerations arc described briefiy. 

Many national and regional health interview surveys include ques- 
tions on the assessment of chronic morbidity with respect to physical 
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conditions. These instruments show n great x’aricty in methodology, 
e.g. diiierenecs in the nature of the diseases, in the number of diseases, 
in the definition of severity and in the wording of the questions. One of' 
the main problems in the latter is the distinction between the use of 
diagnoses and symptoms. Respondents' knowledge of chronic morbid- 
ity in terms of diagnosis is often limited. It is more difllcult to collect 
reliable survey data about disease and impairment than, for instance, 
about disability. Disability usually impinges more directly on daily 
life, so that questions about it are more meaningful to informants than 
are questions about disease or impairment. 



Recommendations 

During the three consultations the following issues with respect to the 
measurement of chronic conditions were discussed: dellnition and 
classineation ol’ chronic eondilions; criteria for selection of condi- 
tions; incidence or pi'cx alence measurement; and the wording of ques- 
tions (! 25 ). 

The criteria for denning chronic illness have been based on a 
definition of chronic disease formulated in 1957 ( 126 ): 



C'hronie diseases comprise all impairments or deviations from normal 
which have one or more ol the lol lowing eharaeteristies: are permanent; 
leave residual disability; are caused b\' non-re\'ersible pathological altera- 
tions; require special training of the patient for rehabilitation; may be 
e.xpeeted to require a long period of supervision, observation or care. 

During the consultations it was decided that two criteria were suffl- 
eient to distinguish between acute and chronic disease, namely the 
nature ot the disease and its duratimi. It was suggested that a duration 
of si.x months should be used. 

The ICD ( 20 ) prox’ides an exhaustive systematic nomenclature of 
all conditions, chronic or acute. There was general agreement that 
chronic conditions should be classified according to the ICD: chronic 
conditions should therefore be measured in such a way that results can 
be presented according to this classification. 

I'ive criteria are recommended for determining which chronic 
diseases should be included in a health interview survey: 
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• prevalence (the number of people sufTering); 

• severity of the disease (mortality, hospitalization, other medi- 
cal consumption, limitation of lunetions, relation to the ICIDH 
( 21 ) and quality of life): 

• economic cost; 

• use ol' health care services: and 

• amenability to self-reporting. 

Using these criteria, the following chronic conditions could, for exam- 
ple. be selected: hypertension, asthma, bronchitis, thyroid trouble, 
diabetes, chronic skin condition, chronic heart disease, chronic cysti- 
tis, chronic dental problems, chronic back problems, arthritis and 
stroke. 

In relation to whether surveys should measure incidence, preva- 
lence or both, for the great majority of conditions prevalence is 
regarded as the most important measure in a Kuropean context. Coun- 
tries coneerned with the incidence of particular conditions could ask 
additional questions concerning the onset of those conditions. 

The wording of the questions must be based on the respondent's 
ability to understand the described condition, In some eases, such as 
diabetes, the disease name is sufficient: in others, such as asthma, 
additional questions or symptoms are necessary, and in yet others such 
as back problems, an alternative wording must be used. For each 
condition measured in terms of diagnosis, respondents should be asked 
whether a health professional has made the diagnosis. 

In order to de\elop a common instrument for the measurement of 
chronic conditions in health inter\'iew surveys, further study is recom- 
mended. A speeife research project is currently under way" addressing 
the following topics. 

((0 For which groups ol'chronie and acute conditions is measure- 
ment in health inter\ iew sur\ eys desirable? 



I- or rurlhcr inibrnuuion conlacl i)r W‘. Daxidscor f)r 1 U\A. \an dc Water. TNO 
Insiiuilc of Pre\ enlixe lleallh ('are. P.O. ho\ 124. 2.b)() AI) I.eiden. Netherlands. 
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(h) W' hat arc the experiences with questions on chronic morbidity 
in health interview surveys? 

(c) Based on (a) and (h). wliat conditions arc suitable for measure- 
ment in health interview surveys, and how should these conditions be 
measured? 

Long-term Disability (Mental/Social) 

Background 

With respect to health for all target 4 on the reduction of chronic 
diseases and disabilities, the attention paid to mental health problems 
has increased significantly over the past few years. Target 12 of the 
health for all strategy now also aims specifically at reducing the 
prcx alencc of mental health disorders and improving the quality of life 
of people with such disorders. 

The measurement of* mental conditions is described in the section 
on chronic conditions (mental) on page 65; the present section is 
concerned with the measurement of disabilities that arc associated with 
such mental conditions, here called social disabilities. Psychiatric 
disorders have the potential to affect several aspects ofthe individuafs 
life negatively and to increase the use of medical services, in particular 
those covering mental health problems. Mental health disorders con- 
tribute heavily’ to the total burden of disability in the population, 
especially within the younger age groups. According to a study in the 
Netherlands, approximately one third of all disabled people aged 
25-34 years were disabled by mental illness (127), 

For the measurement of health for all indicator 4.2 (the percentage 
of the population experiencing different levels of long-term disability) 
social disabilities are distinguished from physical long-term disabili- 
ties. The classic indicators for long-term disability refer to the ability to 
perform day-to-day activ ities such as personal care. The instrument 
that is described and reeommended in the section on long-term disabil- 
ity (physical) on page 55 builds on this tradition. However, the activi- 
ties included do not specifically relate to the primary consequences of 
mental health disorders. When ICIDH (21) is used to select disabilities 
that are important in relation to mental conditions, behaviour disabili- 
ties and. in particular, disabilities in human relationships are of relevance. 
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The design of; short measurement instrument for these disabilities 
is less straightforward than for physical disabilities; because social 
disabilities encompass a rather broad area of functioning, these pat- 
terns cannot be assessed with a few simple questions. Instruments that 
cover these different areas will therefore have to be much more 
extensive than those that measure areas of physical disability such as 
seeing or hearing. 

Most instruments for the assessment of social disabilities deal with 
the measurement of social functioning, social adjustment, the social 
roles that pertain to these functions (occupational role, family role, 
etc.) and the disabilities that people have in fulfilling these roles. A 
comprchcnsi\ e summary of these instruments can be found elsewhere 
(I2H,I29). Most of these instruments are. however, not suitable for 
heaiih interview sur\ eys because they are designed for use in clinical 
settings, because the scales are methodologically and conceptually not 
well elaborated, and or because they eannot be used with younger or 
older age groups. 

.An instrument that has been closely designed within the conceptual 
framework of ICIDH is the Groningen social disabilities schedule 
(GSDS) (liO.Uh, Its purpose is to obtain information about a per- 
son's social functioning, and subsequently to assess his or her disabili- 
ties in this context. This instrument addresses eight social roles that are 
rekwant for the measurement of the social consequences of mental 
illness, including the role of self-care (bodily care and hygiene, man- 
agement of personal possessions), role in the household (taking part in 
household activities), role as a partner (emotional tics, sexual role or 
relationship with partner) and occupational role (role in profession, 
trade or other regular activ ities). 

Versions of GSDS exist in Dutch and English, both for face-to-face 
interviews and for self-administered questionnaires, and the instru- 
ment is suitable for all persons aged 16 years and older. These charac- 
teristics. together with favourable experiences with respect to reliabil- 
ity. make GSDS a promising instrument. The current self-rated version 
(GSDS-SR) is. however, too long and too time-consuming (119 items. 
8 15 minutes of administration time) to be recommended for standard 
inclusion in health interview surveys. In cases where it is possible to 
include the complete GSDS-SR in a population survey, a two-stage 
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proccclLirc is advisable. lio\ve\er. a salislaetorv screening question is 
not yet available. 

Recommendations 

The rurtlier study of the (JSl)S-SR' may possibly show whether a core 
set of questions could be selected from the eurreiit \ ersion for use in 
health interview sur\ eys. 

It is recommended that a separate \ersion for proxy informants 
should be developed, for eases where the respondent is unable to 
answer the questions. 

If an appropriate short list ol* items on social disability could indeed 
be developed, the two-stage procedure would probably be abandoned. 
Such a list could possibly form part of one instrument measuring both 
mental and physical long-term disability, as requested for health for all 
indicator 4.2. 

Food Consumption 

Background 

Major chronic diseases such as cardiovascular disease and several 
cancers are associated with dietary l*aetors J M), Promoting healthv 
dietary patterns is therefore an important part of health for all target 16 
on healthy living. 

In order to monitor the adequacy of the diet ol the population and 
its subgroups, it is necessary to conduct national food intake studies. 
Using food intake data, together with information on the nutrient 
content of foods derived from food composition tables, the intake 
levels of* nutrients (fats, carbohydrates, vitamin A, calcium, etc.) of a 
population can be estimated. The nutritional adequacy or "healthiness" 
of the diet ol* particular population groups, specified by age, sex, and 
special physiological needs such as pregnancy and lactation, can be 
evaluated by comparing actual nutrient intakes with the specific nutri- 
ent standards lor these groups (! .U). 

' 1-or fimhcr inlomunion on C1,S1),S. contact the Department or.S(K*ial Ps\chiatr>. 
Cironmeen .State rni\etsit\, P.O, Po\ 30001 , 07()() j<( , ( irc)niniien. Netherlands. 
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For inlbrmiuion on the iboci consiimplion of a popiilaiion. two 
typos ol' source can bo distinguished. First, there are lood balance 
sheets and liousehold budget surveys, which give information on the 
availability or supply of I'oods at the national and household level, 
respectively. Food balance sheets are national accounts of the annual 
production oi'food, changes in food stocks, imports and e.xports: they 
show only major structural changes in the dietary pattern ot a country. 
Household budget surveys can provide more detailed information 
about the acquisition of foods by groups ol' households, dilicrentiatcd 
according to demographic, socioeconomic and geographical character- 
istics (135). There arc also dietary studies, which measure the food 
intake ol' indi\ i duals. These pro\ idc the type ot inlormation that is 
needed for comparing the actual lood intake ol specific population 
groups with appropriate nutrient standards. 

There are several methods of measuring food intake at the indi- 
vidual level. These fall into two main classes: record methods and 
recall methods (Table 6). 

Table 6. Summary of methods for measuring food intake 
at the individual level 



Record methods; subjects keep records of current food intake during 
one or several days 

- Weighed record 

- Estimated record 

Recall methods: interview or questionnaire about food intake in the 

recent past 

- 24-hour recall 

- Dietary history 

- Food frequency questionnaire 



Record methods assess current lood intake by means ol diaries in 
which subjects record the loods they consume during one or several 
days. In the weighed record mcliwd the food portions are actually 
weighed bv the subject; in the estinuUed record incfhod the subject 
records the portion sizes in household measures (cups, spoons, etc.). 

Recall methods use various forms of interview to measure indi- 
vidual dietary intake in the recent past, such as the 24dwur recall. 
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dietary history, and ihe food frequency questionnaire. In the 24-hour 
recall the actual food consumption in tlic last 24 hours is recalled; tlie 
dietary history collects information about the average food intake over 
a longer period of time, varying from the last month to the last year. 
These two methods are semi-open interviews, usually administered by 
dieticians, which start with the daily meal pattern and have open 
questions about the foods consumed during and between these meals. 
The food frequency questionnaire, on the other hand, is a fixed ques- 
tionnaire with questions on the frequency and often also the quantity of 
the intake of particular foods, selected beforehand. 

In deciding which of these methods should be used to fulfil the 
specific objectivc(s) of food intake measurement, it is important ■ 
apart from other considerations such as costs - to consider how 
accurate the measurement should be, whether it is necessary to measure 
the habitual intake of an individual, and whether total diet or only 
selective elements (related to specific nutrients) need to be iiwesti- 
gated. 

Record methods are considered to be the most accurate means of 
dietary assessment but, especially in the case of weighed records, it is 
difficult to get the cooperation of a representati\c population sample in 
keeping detailed records of their food intake. The 24-hour recall is also 
relatively accurate as tlie period of recall is short; memory effects do 
occur but are not a major problem. However, given the generally large 
intra-individual variation in food intake, a disadvantage of these meth- 
ods is that food records or recalls of only one day are usually not 
representative for the habitual intake of an individual. Therefore, 
unless multiple-day records or repeated recalls arc made, these meth- 
ods can only be used for estimating the mean nutrient intake of 
population groups. 

food consumption data collected by dietary history or food fre- 
quency questionnaire reflect better the habitual intake of an individual, 
but memory effects are more likely. The food frequency questionnaire 
is by its nature the least accurate method, especially' if the total nutrient 
intake has to be assessed, as this requires the inclusion of a very lanie 
number of food items on the questionnaire. For a detailed overview of 
the ad\antagcs, disadvantages and \alidity of the different methods, 
sec Cameron & Van Staveren (136). 
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The importance of measuring the habitual intake of an individual 
depends on the objectives of the food consumption study. If nutrient 
intake data are to be used only to calculate mean nutrient intakes of 
population groups, it is not necessary to measure habitual intake and it 
is statistically preferable to use an accurate onc-day record or recall 
method. However, if the data are also to be used in correlation or 
regression analysis, relationships will be attenuated and the power of 
statistical tests will be reduced if the method used docs not measure 
habitual individual intake (J37), In this case, multiple-day food records, 
repeated 24-hour recalls, dietary history or a food frequency question- 
naire can be used. 

With respect to the suitability of including these methods in a 
health interv iew survey, the food frequency questionnaire seems to be 
the most attractive because data collection is relatively cheap and 
simple. However, it is also the least accurate method. The other 
methods may be incorporated or combined with a health interview 
survey if sufneient space and resources are available. With regard to 
the international standardization of food consumption measurements, 
it is unfortunate that the method that is most easy to standardize, the 
weighed record, is in general not suitable for large-scale studies: while 
the most convenient method, the food frequency questionnaire, is the 
most difficult to standardize. Because meal patterns and foods con- 
sumed differ substantially between countries, it is very difficult - if not 
impossible - to develop common instruments for food frequency 
questionnaires. Furthermore, even when the same foods are consumed, 
standardized instruments are often not possible because of dilTercnees 
in portion sizes, frequency ol' consumption, and meal patterns. 

In most national health interview surveys only a few questions on 
dietary practices are included (22). In some eases these cover attitude, 
knowledge and self-assessment about dietary concepts, and may yield 
relevant background information for policy-makers who want to change 
certain dietary habits. Other questions concern indicators for healthy 
Ibod intake patterns, such as the two questions of the ''ALAM1:DA-T' 
questionnaire about the use of breakfast and the consumption of snacks 
between meals (I iH). However, longitudinal studies could not demon- 
strate a relationship between these practices and future health status 
il3^Kl40). which indicates that the validity of these indicators is 
questionable. In countries where a large variety ol'lbods arc consumed. 
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short food froc|iiciicy qucstioiiiuiiros generally do not provide reliable 
indiees for healthy dietary habits (141.142). f'or health interview 
surveys, therelbrc. it may be best to eoneentrate on the dex elopment cd' 
food freqiieney questionnaires eemtaining lists ol'ibods that are eom- 
prehensive enough to permit the aeeurate caleulation ol'inlake ofone or 
more nutrients. 

Overall, it ean be eoiieluded that the design ol'lbod intake studies 
in general, and the international standardization ol'related methods and 
instruments in particular, is a very comple,\ matter. Dietary assessment 
methods are under constant development, and international collabora- 
tion is beginning to gain momentum. The consultations were therelbre 
unable to recommend spccillc methods and instruments for ibod intake 
measurements in health interview surveys at the present time, llow- 
e\'er. a number cd* general recommendations were made. 



Rccommcnclalions 

It is recommended that Ibr health 1‘orall indicator 16.1 1 . the objective 
ol'a food intake measurement in a population siir\ ev should be. at least, 
to assess the average daily intake ol'lat (total and saturated) relative to 
total energy intake, by age and se,\ and preferably also by socioeeo- 
nomie status. The rationale (or this choice is the e.\cessi\e consump- 
tion of (at. in particular saturated (at. in many industrialized countries, 
which clearly constitutes a health risk. The inclusion ol'other nutrients 
will depend on speeille national priorities. 

None of the se\eral methods a\ailable l*or measuring the intake of 
nutrients is really short or easy to use. In order to make international 
comparisons ol'a\’erage nutrient intake, it may be more appropriaie tc^ 
employ a more accurate method with a short relerenee period, such as 
the 24-hour recall, or to measure current intake through Ibod records. 
Assessing past intake o\er a longer period of time (habitual intake) has 
the adx'antagc cd* providing more possibilities Ibr analysis, but this 
is not seen as a minimum requirement for international compari- 
sons. 

It is recommended that, prior tet the measurement of food auisump- 
litui in a survey. respt)ndents should be asked: 
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• wliclhcr they liavc a special diet or follow a particular dietary 
regime (minimum answer categories; yes no): and 

• (for female respondents) whether they are pregnant or breast- 
feeding. 

Since special diets and dietary regimes are an important determi- 
nant of the individiiaTs nutrient intake, they constitute a valuable 
\ariable in data analysis. They offer, for instance, the possibility of 
excluding subjects on a diet from the analysis in order to get a picture 
of the intake of the population group with the usual dietary patterns. 
Data on pregnancy and lactation are also relevant, because pregnant 
and lactating women may adjust their usual diet, and because the 
nutrient standards are different lor these population groups. 

In addition to the measurement of nutrient intake in population 
surxevs which, in \ iew ol the magnitude ol these studies may not take 
place very frequently, it is recommended that natioital trends in the 
availability of macro-nutrients should be monitored on a regular basis. 
In health for all monitoring, F.AO i'ood balance sheet data are used to 
monitor the average daily a\ ailability oi'energy from i*at and protein as 
a percentage of total energy intake per head (indicator 16.3). 

ITirthermore. it should be noted that monitoring the distribution of 
the bod\- mass index in the populatit)n (health for all indicator 16.10: 
see the section on body mass index on page 83) is also relevant in the 
context of food consumption information, as it may be regarded as a 
retrospective indicator ol* energy intake. 



Conwicnls 

Surveys on food consumption can be conducted separately or as a 
component of another population survey, such as a health interview 
survey. However, it should be realized that, in the latter case, to provide 
a good ftK>d consumption measurement a considerable part of the total 
space and resources of the survey will be required. The short version of 
a Dutch food frequency questionnaire measuring fat and energy intake 
only, for example, contains as many as 58 items ( 1 4^}. C\>nfronted with 
limited resources, it may there I'ore be preferable to include an exten- 
^ive. well designed, food consumption study in the health interv iew 
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survey every fwc years or so, rather than ineluding a few indicator 
questions of doubtful validity every year. 

Another objective of a food consumption study may be to collect 
information on the background of food consumption habits. For this 
type ol study it is probably difficult to develop common methods and 
instruments because of cultural differences in food habits and percep- 
tion of foods. However, since the information is primarily meant for 
health policy-makers and for use in education programmes within a 
country, international standardization may be less relevant. 



Apart from standardization of food consumption studies, for 
iiitercountry comparisons it is also important to use compatible food 
composition tables, since these are needed tor coiu ci'ting Ibod intake 
data into nutrient intake data. Sexeral research institutions aie w orkiiuz 
in this area, but so far no internationally compatible tables lia\ e been 
developed. 

Alcohol Consumption 

Backgroimcl 

Beha\ioui that presents a risk to health has been a preoccupation of 
those invob ed in health education for several decades. With respect to 
dependence-producing substances, the consumption of alcohol has 
receixed considerable attention, besides the use of tobacco and 
psychoact i\'c drugs. Reduction in the health damaging con sumption of 
alcohol is a key topic in target I 7 of the health for all strategy. 



I he drinking of alcohol is a common feature of many cultures. The 
likelihood ol health problems developing in association with alcohol 
use increases as consumption of alcohol increases. Such problems 
include cirrhosis ol the liver, some cancers, hypertension and 
haemorrhagic stroke. Othei' health pi*oblcms arise when consumption 
ol large amounts ol alcohol in a short period of time results in violence 
or accidents, particularly traffic accidents. 

[here is, however, a wide range t)f opinion about what levels of 
drinking are ''safe" or, iiuue accurately, ln)w upper levels of low-iisk 
drinking should be defined (144,145). This is because of the mixed 
tx'pes ol harm that can occur with x'arying levels ol alcohol consumption 





( OM\l<)\ I\S1KI MIMS i OR m. \l 111 I OR U.l ISOK MORs 



107 



and differences in individual susceptibility to alcohol. The matter is 
further complicated by the benefieial effects that low levels ot alcohol 
consumption may have with respect to the development of coronary 
heart disease (146). 

The population survey is con.ddered to be the main source ol 
information for data on the distribution of alcohol consumption, by 
quantity consumed, age and sex (health for all indicator 17.2). For 
measuring this indicator, information is needed on the number ol 
abstainers and drinkers and on the frequency and amount of drinking. 
Fxperts attending the consultations were unable to recommend an 
instrument at the present time because of various methodological 
problems, such as the low reliability of self-response, which results 
from a preference for socially desirable answers. When compared with 
production tlgures, underreporting of the quantity of alcohol consumed 
as measured by surveys is, in general, estimated to be about 
(I47 I4S). In order to make corrections for this, it is necessary to ha\ e 
some knowledge of the de\ iations per consumption le\el. Heavy 
drinkers may underreport more than moderate drinkers. However, a 
recent study in the Netherlands has shown that de\'ialions in self- 
reporting are consistent for all consumption le\ els (14V). which indi- 
cates that correcting for underreporting may be a promising procedure. 

Another methodological problem is the non-response of indi\ idu- 
als with a high level ol'alcohol consumption. Heavy drinkers are often 
assumed to be more likely to refuse an interview, to be not at home, not 
to return the questionnaire or to underreport their alcohol consump- 
tion. Nevertheless, some studies have indicated that non-response 
among idenliiled alcoholics is not likely to be a major source ol error 
(15(1 152). 



Rcc()}}wicfulafions 

It is recommended that surveys should measure the quantity of alcohol 
consumption during a "lypicaF' or '‘average" period of lime. The 
apjMoach may be to ask about consumption during a calendar period 
(e.g. the week before the interview), and then to ask ilThat period was 
typical for the respondent. An alternative approach may be to ask about 
consumption during the usual, typical or average period ol' time, 
c.g. ‘'During an average week, on how many days do you drink?". 
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Although ihorc will bo intoniatioiial variations in the questions 
asked about quantities (e.g. pints, halfpints, glasses, eans. bottles, ete.) 
and the length of period (e.g. one week, two weeks) about whieh 
quantity ol eoiisuinption is asked, questimis slu)uld be asked in sueli a 
way as to be eonvertible to a standard interiiatitnial unit and standard 
period. Reporting in grains of ethanol per week is reeoinmended, 

V\ Idle it is desirable to obtain informatitm on aleolnd eonsumption 
lor people of all ages, even earlv adolescents, problems t)l' legality, 
ethies and reporting bias may preclude this in many health interview 
.surveys. It is recommended that inlbrniation should be collected from 
the youngest age possible, and that health interview surv'cys should 
collect alcohol eonsumption iiilbrmation for at least all those of' 1 S years 
and t)ver. 

The concept or**harmrul use" is important l*or health for all targets, 
but no recommendation was made for defining that concept. Rather, it 
is recommended that quantities shcuild be reported in a standard wav, 
and in sufficient detail, so that a variety of' definitions of' "harmfur" 
annnmts of consumption can be applied. 

Alcohol consumption is regarded by many respondents as a very 
personal and private subject. There is often a tendency for respondents 
to underreport consumption because of the social stigma they perceive 
to be attached to high levels of* consumption. The sensitivit\' of the 
ttipic and the tendency to underreport must be considered in adminis- 
tering questions. It is recommended that, where possible, questions 
should be self-completed. 

While additional work i.s recjuired before a set of'c|uestions can be 
recH'im mended for general use, illustrative sets ol'c|uestions incorporat- 
ing the general recommendations mentioned above are provided for 
guidance in Annex 5. 1 hey are derived from questions in the national 
health interv iew surv eys td' Australia. C’anada. the Netherlands and the 
I hiited .Stales. 






( 'onunenfs 

Data t>n alcolud cHiiisumpiitm eolleeled bv health interview surveys 
.should, whatev er the metlKui usetl. be interpreted with cautiem because. 
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the homeless and the institiitionali/.ed population, ot which a relatively 
high proportion are hea\ y drinkers, are usually excluded, and because 
the underreporting of consumption is signit leant. Methods ol estimat- 
ing tlie extent ofimderreporting and correcting for it should be lurther 
developed. 

The order in which questions about alcohol consumption are asked 
has an effect on responses and ultimately on measures of quantitx 
consumed. I-urther attention to this aspect, including methodological 
research, is required. 

Population surv'eys should locus on the (.{uantity ol alcohol con- 
sumed: this also holds the best prospects lor international comparabil- 
itv in respect of health for all indicators. There are. however, other very 
important aspects o( alcohol consumption that should be measured 
w here possible, including physical dependence, behavioural problems, 
temporal patterns, and the physical and social setting in which con- 
sumption occurs. 



F.\() fotKl balance sheets and household budget surveys also pro- 
\ ide information on alcohol, but these dtita reler only to the a\ ai lability 
of alcohtdic be\ erages at the national and household levels, respec- 
tivelv. and cannot therelore he used tc^ assess the alcohol intake ol 
specific ptqiulation gixuips according to indi\ idual characteristics such 
as age and sex (see also the .section on finni consumption on page 100). 
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Harmonizing Health 
Interview Surveys: 
Conclusions 
and Future Prospects 



The health for all indieators ha\'e been developed to assess progress 
towards the implementation ofthe health forall strategy, and espeeially 
the Iiuropean health for all targets. Apart from their application in 
monitoring at the international lc\ eL they are also useful at national and 
subnational levels and could in fact form the core of the monitoring 
system of any govc‘rnmental or nongovernmental organization with a 
mandate in health. There is e\idence that the health for all monitoring 
and indieators have indeed intlueneed the development of national 
health information systems in \arious ways. Some countries, and 
regions within countries, have started to produce health for all oriented 
public health reports. Others have given additional attention to health 
interview surveys, being an important source of health information. 
Reference is being made to health for all indicators in national statisti- 
cal publications. Such efforts should become routine in all Member 
Slates to capitalize on the impact of this \ ery considerable Joint effort 
on the part of them all ( 153 ). 

The health for all indicator database ofthe WHO Regional Office 
for Europe provides a readily accessible, user-friendly, single coordi- 
nated source of a wide variety of health and health-related information 
from the Member States of the Region. It is among the most widely 
known, available and used sources of international health data. Com- 
parisons with other countries allow individual Member States to focus 
attention on areas where it may be beneficial to exchange information 
on each other's successes and misfortunes. Demands for more frequent 
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iitxiatos and greater eomparabilii\- and quality of the data have grown 
with the recognition ot'the importance ol'this international dimension 
(dr national monitoring, planning and polic\' ibrmulation ( 153 ). 

To enhance the comparabilit\- and quality ofdata. the consultations 
ha\e recommended specillc instruments (or the health lor al! indicators 
that can be measured by means of health interv iew surveys. The next 
step is to promote the actual implementation ofthese instruments in the 
naticmal health interview survex's of the Member States. 



I.\IPLE>1ENTAT10N0FC0M.M0N INSTRUMENTS IN 
HEALTH INTERMEW SUR\ E^ S 



Practical experience with the health interview survey project has been 
described in C'hapter 2. In this section the pctssihle mechanisms tbr 
realizing the implementation ofeommon instruments in national health 
interview surveys are described. 



Alter the Ibrmulation of what appear to be appropriate measure- 
ment tools, i.e. the recommended instruments described in Chapter 4. 
further action has been or needs to be taken to promote the actual 
implementation ofthese instruments. Kirst. the instruments need to be 
made widely known by giving appropriate publicity (promotion). 
W'hen a number of countries have used the instruments, it is also 
important to evaluate their experiences. Such evaluation can further 
promote the widespread use of* common instruments, and can lead to 
the establishment of standard instruments. 



Promotion 

Sev eral steps have been taken to promote the use of recommended 
instruments in health interview surveys. First, the consultations have 
in themselves been a means of promoting the instruments, because 
participants who are responsible Ibr surveys or undertake relevant 
research have been able to encourage the use of' these instruments 
through their own work. Second, the WHO Regional Office for Europe 
has distributed the reports of the consultations to all Member Slates in 
the Region. Third, most recommended instruments have been included 
in annexes to the WHO monitoring framework documents for recent 
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health lor all monitoring exercises, and ha\e in this way also been 
distributed to all luiropean Member States. I'urthermore, the recom- 
mended instruments now appear in this book, together with inlorma- 
tion on survey methodolog>‘, background and practical use, whh the 
aim of eoin ineing those responsible for surveys and health policy- 
makers of the importance of the internationally comparable informa- 
tion collected using these common instruments. Finally, the increas- 
ingly used health for all indicator database of WHO, which provides 
national and regional sur\ey data that are readily accessible to Mem- 
ber States, forms an incentive to implement common instruments in 
health interview surveys, so as to supply this database with interna- 
tionally comparable data. To mt)nitor the comparability of survey data 
it would be helpful to establish a catalogue of national health surx eys 
in FTirope. 



Evaluation 

In order to test the recommended instruments, they should have been 
implemented in at least two or three countries, and experience in their 
use evaluated. Such evaluation can also promote more widespread use 
of these instruments. Some of the recommended instruments have 
already been used in a number of countries and can be evaluated using 
the available data and methodological experiences in these countries. 
v\n example of such an e\'aluation study currently being carried out is 
described below. Other instruments ha\e not yet been used exten- 
sively. and need to be included in health interview suiweys in at least 
two or three countries before they can be ev aluated. In Swit/erland, Ibr 
instance, the fw'deral Statistical Office included two of the three 
recommended instruments for measuring dementia in a health survey 
covering the institutionalized population in 1993. The recommended 
instrument for long-term disability (physical) has been used in Italy 
and Prague. Furthermore. Statistics Netherlands is considering testing 
(iSDS, which measures long-term social disabilities (see page 99). in a 
pilot survey. Such initiatives may. in turn, promote the introduction of* 
these instruments in other countries. In principle, there is a possibility 
that on the basis of'the evaluation of recommended instruments certain 
adjustments mav' be proposed. However, in order to avoid unnecessary 
trend disruptions, this should be done only when absolutely necessary, 
especially when the recommended instrument is already in use in a 
substantial number of countries. 
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Evalluition study of six recommended instruments 

A preliminary investigation in 1992 by the WHO Regional Office for 
Europe indicated that, for about half of the 1 1 health for all indicators 
for which common instruments have been recommended, no or only 
relatively minor differences in measurement exist between countries 
(see the section on opportunities for improving the international 
comparability of health interv iew survey data on page 28). Since for 
these indicators it would be possible to evaluate the experiences of 
countries with the recommended instruments, a further study has been 
initiated by Statistics Netherlands together with the other countries 
participating in the consultations and the WHO Regional Office for 
Europe. The purpose of this study is to ascertain how comparable the 
data on these indicators are, what differences in measurement still 
exist, and what the possibilities and opportunities are for achieving 
widespread use of the recommended instruments. The study concerns 
6 of the 1 1 recommended instruments, i.c. those for measuring per- 
ceived health, temporary disability, smoking, birth weight, breast- 
feeding and body mass index. An appropriate questionnaire was 
forwarded to the countries concerned at the end of 1 993, along with the 
data request for the 1993/1994 health for all monitoring. In this 
questionnaire the following information is requested for each of the 
six health for all indicators: 



Information on the most recent survey for which results are avail- 
able on the respective indicator, including the full questionnaire and 
the exact wording of the instrument concerned in English translation, 
type of interview (face-to-face, telephone, self-administered or 
other), target population, sample size, percentage of non-response, 
percentage of proxy interviews, and the most recent outcome data by 
age and sex. 

In cases where the wording of the national instrument is not exactly 
the same as the wording of the recommended instrument, the countries 
are asked whether there are any plans to adapt the national instrument 
to the recommended instrument in future surveys. If there are no or 
only vague plans in this direction, countries are asked to explain their 
reasons. In addition, they are asked whether they would be more 
willing to adapt their surveys if at least five or six other countries used 
the recommended question in the near future. 




12b 



MAKMOM/I\(. Ml A1 III IMI.IU II \\ SI R\‘IVS: C n\( I I Sl()\S \\1) 1 I 11 Kl I'KOSPIMS 



115 



If available, information is requested on: 

• time series on the respeetive indieator 

• methodologieal reports on validity and reliability 

• results of experiments (for instanee ehange of wording ol the 
instrument). 

It is expected that this evaluation study will provide more specific 
information on the present comparability of survey data on health for 
all indicators, and the prospects for acquiring internationally compara- 
ble data in the near future and over a longer term. An important issue in 
this regard will be how to cope with trend disruption, which is the main 
constraint in adapting existing instruments that have been in use for 
many years. When an increasing number of countries start to use the 
recommended instruments, it may well prove easier for other countries 
to overcome their hesitation with respect to trend disruption, because 
of the increased opportunities for international comparison of health 
data. 

Standard Instruments and Revisions 

After evaluation - and adjustments if required - the recommended 
instruments could be adopted formally as standard instruments. As is 
the case for other WHO instruments, it is recommended that a proce- 
dure be established that enables revision of the standard instruments 
every five to ten years. Such a revision process could, for instance, be 
similar to that in use for the ICD classifications. 



CONCLUDING REMARKS 

In this publication the importance and practical possibilities of health 
interview surveys as a source of data for health information systems in 
general, and for monitoring progress towards health for all in particu- 
lar. have been described. The many advantages of health interview 
surveys render them indispensable for health monitoring at national 
level and most countries employ such surveys, regularly or periodi- 
cally, to measure a range of health indicators, including a number of 
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health for all indicators. At the international level, however, the 
question of eomparability of national health interview surveys is rather 
new. To achieve better international comparability, and to enhance the 
value of sur\’cy results, the health interview survey project - including, 
in particular, the three consultations described -has made an important 
contribution by recommending specific instruments for health for all 
indicators, 

It should be noted that WHO does not request, or expect, that new 
surveys should be launched solely for the purpose of health for all 
monitoring. Countries performing national health interview surveys 
are, however, encouraged to adapt existing questions or, where possi- 
ble, to include certain new questions, following the recommendations 
of the consultations. For countries that stall (or make a new start in) 
performing health interview sur\ eys, it is in principle easier to accept 
and adopt the recommended common instruments. History is no burden 
in these cases and, in general, the imestigators acknowledge the 
advantages in making use of the common instruments: the development 
(or revision) phase of the questionnaire can be shortened considerably, 
there is a guarantee that at least some of the most relevant and useful 
health and health-related indicators are measured, and there is the 
prospect of international comparability. 

One of the most promising strategies for enlarging the number of 
countries using the recommended common instruments is to show that 
their use is rewarding: in principle, it provides the possibility of 
comparing the position of one's own country with that of others. One 
approach is to develop an international database, consisting of suffi- 
ciently comparable survey results on health for all indicators. Such a 
database, which is presently being developed by Statistics Netherlands 
and the WHO Regional Office for Europe, could stimulate countries in 
four ways: ( I ) those that already have contributed to the database will 
be stimulated to further harmonize survey questions if necessary: (2) 
for those that have not yet contributed available data it will be a 
challenge to overcome practical problems for participation: (3) those 
that have no or limited data will be stimulated to complete their 
surveys with indicators for which recommended common instruments 
exist: and (4) those that have no health surveys will be stimulated to 
dex elop new surveys incorporating the recommended common instru- 
ments. 
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As a result of the changed geopolitical situation in Europe, many 
new Member States have recently joined the European Region of WHO 
and started participating in monitoring progress towards health for all 
(/ 54 ). Where these Member States plan to start new national health 
surveys in order to build up their health information systems, there is a 
unique opportunity to implement the recommendations in their sur- 
veys. 
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Annex 3 



Recommended instruments 
for chronic mental conditions 



The rccommoiKlod inslmmcnls for ihu assessment of selected major 
elironie mental conditions, as described in the section on chronic 
conditions (mental ) on page 65 oftlie main text, are presented here, ror 
most ofthe instruments translations in dilTerent languages exist. 

\()fc: h'or mauy of these instninuoits a reserved copyright applies, 
which can differ with (he lanyuaye. There may also he other 
restrictions that prohibit official use. Potential users should there- 
fore contact authors publishers and local experts before usinyany 
of these instrinnents in official surveys. 

1. Dementia 

for subjects ol* 55 years and abene the fowa dementia test (I) is 
recommended, which consists of (a) the measurement of temporal 
orientation (2). (b) the controlled oral word association test and (c) 
the Benton visual retention test (M(' \ersion) (4). 

"W'e wcnild like to know the opinion ol'older people on a number of 
questions and investigate their performance of a few simple tasks, 
from time to time, everyone has trouble remembering the name of a 
1‘amiliar person, or learning something new. or they experience mo- 
'.nents ol* conlusion. Apart frenn that, do you usually have problems 
with your ability to remember or learn?" (^’es No) "1 should like to ask 
you some questions on this subject." 



1 5 ; • 




141 




142 



III A1 HI IMI-.RVII w RVI vs 



(a) h'leasiirenient o f temporal orientation 

1 . Can you tell me today's dale? (The subject is required to gi\‘c day, 
month and year) 

2. Can you tell me what day of the week it is? 

3. Please do not look at your watch. Can you tell me what time it is 
now? (Interviewer makes sure that subject cannot look at watch or 
clock) 

Scoritii^ 

• Day of week: 1 point for each day removed from the correct day, up 
to a maximum of 3 points. 

• Day of month: 1 point for each day removed from the correct day, 
up to a maximum of 15 points. 

• Month: 5 points for each month removed from the correct month, 
up to a maximum of 30 points (with the qualification that if the 
stated date is within 1 5 days of the correct date, no points arc added 
for the incorrect month, e.g. 29 May for 2 ,lune is scored as 
4 points). 

• Year: 10 points for each year rcmo\ cd from the correct year, up to 
a maximum of 60 points (with the qualification that if the staled 
dale is within 1 5 days of the correct dale, no points are added foi' the 
incorrect year, e.g. 26 December 1 992 for 2 ,Ianuary 1 993 is scored 
as 7 points). 

• Time of day: 1 point for each 30 minutes removed from the correct 
lime, up to a maximum of 5 points. 

Score 0: perfect temporal orientation 

.SVf^/*c‘ / 3: normal orienlalion 

Score y: 4: inferior orienlalion 

(hi controlled ored word association test 

The lest is explained as follows. 
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‘i want to see how many words you can say beginning with a 
certain letter in one minute. Don't say proper names or numbers or the 
same word with a different ending. The letter is F, you can begin." 

If subject? have difficulty in understanding the task, it can be 
explained with examples, using a non-designated letter. After the first 
(letter F) trial has been completed, the letter A and S trials are 
administered. The inter\ iewer keeps a record of the subject's verbal 
responses. 

Scoring 

The total number of correct words during the three one-minute trials is 
recorded, constituting a raw score, which is adjusted for educational 
level, sex and age by means of Table 1. Normative data for subjects 
over 64 years of age are pro\'idcd by Benton et al. (5). 

A corrected score of 22 or less is classified as defective (this 
performance level is exceeded by 97% of normal subjects). 

When this test is administered in a language other than English, the 
adjustment formula and cut-off point should be used cautiously. Ide- 
ally, comparable normative data should be developed for other (non- 
English) languages. 



Table 1. Adjustment formula for education, sex and age 



Years of schooling 


Males 


Females 


55-59 

years 


60-64 

years 


55-59 

years 


60-64 

years 


9 or less 


+ 15 


+ 17 


+ 10 


+ 12 


9-1 1 


+ 7 


+ 9 


+ 7 


+ 9 


12-15 


+ 5 


+ 7 


+ 5 


+ 7 


1 6 + 


+ 1 


+ 3 


+ 1 


+ 3 



Source: Lezok (6). 
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(c) Benton visual retention test (MC version)^ 

The Benlon visual relenlion lesl is a measure of visual perceplion and 
shorl-lerm visual memory for designs, Reeommended arc the parallel 
tests of the multiple choice form (forms h' and G) each consisting of 
15 designs. From the various possibilities of administration, instruc- 
tion M (10 seconds of exposure followed by iiiimediate choice) is 
recommended. The designs of the drawing form arc used as stimuli. 
The subject is told that he or she will be shown a card with one or more 
figures, and that he or she will be allowed to study it for 10 seconds. 
After the card has been removed, the subject is shown a card with four 
designs, one of which has been shown before, and asked to point out the 
matching design. Scores (number correct) range from 0 to 15. For all 
different forms norm tables exist. Abnormal scores range from lower 
than 6 (for children of 7 years of age) to lower than 10 (adults). 

In orderto use these three sub-tests for establishing the diagnosis of 
(highly) probable dementia there should, ideally, be a validation study 
in every country, culture or language area. The cut-off points given 
should therefore only be seen as indications. In particular, for the 
combined use of the raw scores on the controlled oral word association 
'•'St and the visual retention test, it should be noted that the sensitivity 
•pecificity of a certain cut-off score depends on the characteristics 
of the population imder investigation (7). Because the tests are well 
known in the field of neuropsychology it is advisable to contact local 
specialists for normatix e values. 

Proxy-itiforniant tfuestions for the sereetiiny of dementia 

1 . Does the subject usually know today's date? ( Yes^'No) 

2. Does the subject usually know what day of the week it is? ( Yes No) 

3. Does the subject have problems with his or her memory? (Yes- No) 

If yes: does the subject forget after a few minutes things that should 
have been remembered? (Yes. No) 



l-'oi (U'flcial manual and copyright inlbrination please contact Psvchological 
Corporation. .t04 liasl 45tli Street. New ^’ork. lOOP. I'SA. 
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4. Is ihc subjccl capable of taking care of himself or herself eom- 
plelcly? (Yes No) 

If any of the answers to questions 1 , 2 or 4 is “No" or if the answer 
to question 3 is “^'es" ask the following question: 

5. Has a health professional ever given a diagnosis of dementia or 
Alzheimer's disease? (Yes 'No) 

If the answer to question 5 is “Yes" a diagnosis of dementia can be 
established. If the answer is “No" it is only possible to give a diagnosis 
of probable dementia. 

2. Mental retardation 

Only for subjeets with lower education (at or below primary school 
level) and younger than 55 years: 

(a) Screening 

The following screening questions are recommended, 

1 . Did you finish school? (Yes No) 

2, How are (were) your grades at school? ((jood Poor) 

3. I lave you had to repeat a term or year ( i,e, remain in the same class) 
more than once at school? (^'es No) 

4, Has a school or health professional e\er told you that you have 
(had) a learning disability? (Yes No) 

If the answer to question 1 is “No", or the answer to question 2 is 
“Poor", or the answer to question 3 is “^'es“, or the answer to ques- 
tion 4 is “^'es". proceed with (h): 

(h) Instruments 

For subjects of 14 55 years the mini-niental state examination (S) is 
recommended. I'he e.xamination itself is shown in I3o\ 1. Instructions 
for administering and scoring the test arc given below. 
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Box 1. Mini-mental state examination 


(Points) 


Orienfonon 

1. What is the Year? 


(1) 


Season? 


(S) 


Date? 


0) 


Day 


(1) 


Month? 


(1) 


2. Where are we? State? 


(1) 


Country? 


(1) 


Town or city? 


(1) 


Hospital?/This address? 


(1) 


Floor? 


(n 


Reg/strof/on 

3. Name three objects (apple, table, coin), taking one 




second to say each. Then ask the subject 
all three after you have said them. 

Give one point for each correct answer. 

Repeat the answers until the subject learns all three. 


(3) 


Aftent/on and calculation 




A. Serial sevens. Give one point for each correct answer. 




Stop after five answers. 

Alternative: spell WORLD backwards. 


(5) 


Recall 




5. Ask for the names of the three objects learned in 




Question 3. Give one point for each correct answer. 


(3) 


Language 

6. Point to a pencil and a watch. 




Ask the subject to name them as you point. 


(2) 


7. Ask the subject to repeat “No ifs. ands or buts“ 


(I) 


8. Ask the subject to follow a three>st»’e comn^and: 




‘Take a paper in your right hand. Fold the paper 
in half. Put the paper on the floor." 


(3) 


9. Ask the subject to read and obey the following: 




"close your eyes". (Write it in large letters). 


0) 


10. Ask the subject to write a sentence of his or her choice. 


(1) 


1 1. Enlarge the design printed below to 3 cm per side. 




and have the patient copy it. 


(1) 


GO 


(Total = 30) 
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Orientation 

1 . Ask for the date. Then ask specifically for parts omitted, e.g. “Can 
you also tell me what season it is?" One point for each correct 
answer. 

2. Ask in turn “Can you tell me the name of this hospital?" (town, 
county, etc.). For non-institutionalized subjects, the question after 
the name of the hospital should be replaced by “What is the 
address?". One point for each correct answer. 



Registration 

3. Ask the subject if you may test his or her memory. Then say the 
names of three unrelated objects (apple, table, coin) clearly and 
slowly, allowing about one second for each. After you have said all 
three, ask the subject to repeat them. This first repetition deter- 
mines the score (0-3) but keep saying them until the subject can 
repeat all three, up to six trials. If the subject does not eventually 
learn all three, recall cannot be meaningfully tested. 



Attention and calculation 

4. Ask the subject to begin with 100 and count backwards by 7. Stop 
after 5 subtractions (93. 86. 79, 72, 65). Score the total number of 
correct answers. If the subject cannot or will not perform this task, 
ask him or her to spell the word “world" backwards. The score is 
the number of letters in correct order, e.g. dlrow = 5. dlorw = 3. 



Recall 

5. Ask the subject if he or she can recall the three words you previ- 
ously asked him or her to remember. Score 0 -3. 

Language 

6. Naming: show the subject a wrist watch and ask him or her what it 
is. Repeat using a pencil. Score 0-2. 

7. Repetition: ask the subject to repeat the sentence after you. Allow 
only one trial. Score 0 or 1. 
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8. Three-stage command: give the patient a piece of plain blank paper 
and give the command. Score 1 point for each part correctly 
executed. 



9. Reading: on a blank piece of paper print the sentence "Close your 
eyes'\ in letters large enough for the subject to see clearly. Ask the 
subject to read it and do what it says. Score 1 point only if the 
subject actually closes his or her eyes, 

10. Writing: gi\ e the subject a blank piece of paper and ask him or her 
to write a sentence for you. Do not dictate a sentence: it is to be 
written spontaneously. It must contain a subject and verb and make 
sense. Correct grammar and punctuation are not necessary. Ignore 
spelling errors when scoring. 

1 1, Copying; on a clean piece of paper, draw two intersecting penta- 
gons, each side about 3 cm, and ask him or her to copy it exactly as 
it is. All 10 angles must be present and two must intersect to score 

I point. Ignore tremor and rotation. 

hach item is scored by the inter\'iewei* as coi*rect or incorrect. 
Relusals to answer specific items or "don't knows" are scored as 
incorrect. The number of correct answers is summed, with a ran^e 
of 0- 30 points. Subjects with a score of 1 7 or less are considered to be 
mentally retarded. 

for subjects ot 7 -13 years and illiterate adults the Benton visual 
retention test (4) is recommended (for details see section \(c) above. 

Proxy-itifonnant quest ions 

1. What do you think about the intellectual laculties of the subject? 
(Cjood Poor) 

2. Does he or she seem to understand e\er>'thing‘.^ (Yes No) 

3. Can he or she read, write and calculate? (^'es No) 

II the answer to question 1 is "Poor", or the answer to question 2 or 
question 3 is "No", the following question should be asked. 
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4. Mas the subject e\’cr been diagnosed as being mentally retarded? 
(Ycs.'^No) 

If the answer to question 4 is “^'es'^ a diagnosis ofniental retarda- 
tion can be made. 

3. iMc'iital disorders 

(a) Screening 

As a screening instrument the 12-item version of the General Health 
Questionnaire^' (GHQ-12) (9) is recoinniended (sec Box 2). 

Subjects with a score of three or more are considered possible 
cases, and the interviewer proceeds with (b). If the score is two or less, 
the following additional questions arc recommended (questions 1 and 
2 are suggested by Bridges & Goldberg (10 }\ questions 3-6 are derived 
Irom Harding et al. (t 1). 

1 . Do you take any tablets or medicines for your nerves? (Yes No) 

2. Do you consider that you suffer IVom a nervous illness? ( Yes^No) 

3. Do you feel that somebody has been trying to harm you in some 
way? (Yes'No) 

4. Are you a much more important person than most people think? 
(Yes/ No) 

5. lla\ e you noticed any interference or anything else unusual with 
your thinking? ( Yes/No) 

6. Do you hear \ oices without knowing where they come from or 
which other people cannot hear? (\'es No). 

If the answer to one of the six questions is ‘‘Yes'? the remaining 
questions can be skipped and the interviewer proceeds with (h). 



' Tor ol'ficial manual ami copyright inrorniaiion please contact NM'l'.R -Nelson 
Publishing C'ompany l..td, Darsille 1 louse. 2 ONl'ord Road Hast. Windscu'. Berkshire, 
S1.4 1 1)1'. United Kingdom. 
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Box 2. General Health Questionnaire — I 2-item version 



Introduction: 



“We would like to know if you have had any medical complaints, and how your health has been in general, over the past few weeks. Please answer ALL 
the questions simply by underlining which you think most nearly applies to you. Remember that we want to know about present and recent complaints, 
not those that you have had in the past’*. 



Have you recently: 

1. Lost much sleep over worry^ 

2. Felt constantly under strain? 

3. Been able to concentrate on 
whatever you are doing? 

4. Felt that you are playing a 
useful part in things? 

5. Been able to face up to your 
problems? 

6. Felt capable of making 
decisions about things? 

7. Felt you couldn’t overcome 
your difficulties? 

8. Been feeling reasonably 
happy, all things considered? 

9. Been able to enjoy your 
normal day-to-day activities? 

10. Been feeling unhappy and 
depressed? 

1 1 . Been losing confidence 
in yourself? 

1 2. Been thinking of yourself as 
a worthless person? 



Score 0 


Score 0* 


Score 1 


Score / 


Not at all 
Not at all 


No more than usual 
No more than usual 


Rather more than usual 
Rather more than usual 


Much more than usual 
Much more than usual 


Better than usual 


Same as usual 


Less than usual 


Much less than usual 


More so than usual 


Same as usual 


Less useful than usual 


Much less useful 


More so than usual 


Same as usual 


Less able than usual 


Much less able 


More so than usual 


Same as usual 


Less capable than usual 


Much less capable 


Not at all 


No more than usual 


Rather more than usual 


Much more than usual 


More so than usual 


About the same as usual 


Less so than usual 


Much less than usual 


More so than usual 


About the same as usual 


Less so than usual 


Much less than usual 


Not at all 


No more than usual 


Rather more than usual 


Much more than usual 


Not at all 


No more than usual 


Rather more than usual 


Much more than usual 


Not at all 


No more than usual 


Rather more than usual 


Much more than usual 


IGl 
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When GHQ-12 is used to measure chronic complaints, the scores 
marked with an asterisk should be modified from 0 to 1 for questions 1 , 
2, 7. 10, 1 1 and 12. Alternatively the additional questions given above 
can be added to the GHQ-12 for this purpose. 

For proxy informants, the GHQ is not administered. Proxy intorm- 
ants arc asked the following questions. 

1 . Docs the subject take any tablets or medicines for his or her nerves? 
(Yes.'No) 

2. Do you consider that the subject suffers from a nervous illness? 
(Yes/No) 

?>. Did the subject c\cr tell you that he or she had the idea that 
somebody has been trying to harm him or her in some way (without 
ob\'ious reasons)? (Yes/No) 

4. Did the subject c\ er tell you that he or she is a much more important 
person than most people think? (Yes/No) 

3. Have you noticed anything unusual about the subject's thinking? 
(Yes.'No) 

6. Did the su'oject ever tell you that he or she hears voices without 
knowing where they come from or which other people cannot hear? 
(Yes/No) 

ifat least one of these questions is answered in the affirmative, the 
inter\'iewer proceeds with (h). The screen-skip procedure also applies 
in this case. 

(h) Insiniiiiciil 

For adults and proxy informants the diagnostic interview schedule'' 
(DIS) (12) is recommended, selected chapters on anxiety disorders, 
schizophrenia and af'f'ecti\ e disorders only. Forchildren aged 6 1 H years 



■ l-'or olTiciiil iiiamuil ami a'pyrij;lu iiiformaiion please eoiuaei Dr I.ee Robins. 
W asliinjrlon l.aii\ersity. Sehool olMeilieine. Depannient I'l I’syeliiatry. 4940 .'Xin.lLibon 
.\\eiu(e. Saint Louis. MO O.tl 10, LS.A. 
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the selected chapters of the DIS-C (children's \ersion) is recom- 
mended. The proxy-informant version for children is the DIS-P (par- 
ents* version). 

For the use ofthe DIS there is a manual with extensixe instructions 
(64 pages). Total administration time is 20-30 minutes. 
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Examples of showcards for use 
in administering the instrument 
for socioeconomic classification 



The recommended instrument lor soeioeconomie classification, wliich 
is described in the section on socioeconomic classification on page 87 
ol the main text, im oK cs the use of showcards in relation to questions 
on education and income. Examples from the United Kingdom are 
giv en below. 

Education 

An example of a showcard (and coding frame) for educational qualifi- 
cations is shown in Box 1. 

T!.e highest qualification should be coded. For description of 
codings, see the section on soeioeconomie elassiflealion on page 87. 

Income 

An example of showcard for the total net income of a household is 
shown in Box 2. 
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Box L Showcard f»or education 




! 


No qualifications 


] code 1 


CSE (Certificate of Secondary Education) 

GCE (General Certificate of Education) O (eve! 






GCSE (General Certificate of Secondary Education) 
School certificate or matriculation 
SLC (School leaving certificate) 






SURE (Scottish Universities Preliminary) 
SCE (Scottish Certificate of Education) 




code 2 


SG (Standard Grade) 

Apprenticeship 
City and Guilds 

Clerical and commercial qualificavicns 






(e.g. typing/shorthand/book-keeping) 
OtI'rer qualifications 






GCE AS level 
GCE A level 


- 




SLC/SCE/SUPE higher level 
Certificate of sixth year studies 
ONC (Ordinary National Certificate) 




code 3 


Teaching qualifications 
Nursing qualifications 
Social v/or!< qualifications 
HNC (Ffigher National Certificate) 
j University diploma 




code 4 


i First degree (BSc. BA, etc.) 

I Higher degrre (Msc, PhD. etc.) 
1 


- 


1 




Box 2. Showcard for net income 



Per week 
£ 

up to 29 
30 to 49 
50 to 69 
70 to 89 
90 to 1 09 
I 10 to 129 
130 to 149 
1 50 to I 69 
1 70 to 1 89 
190 to 209 
210 to 229 
230 to 249 
250 to 269 
270 to 289 
290 to 309 
310 to 349 
350 to 399 
400 to 499 
500 to 599 
600 or more 



Per month 
£ 

up to 119 
120 to 199 
200 to 279 
280 to 357 
360 to 439 
440 to 519 
520 to 599 
600 to 679 
680 to 759 
760 to 839 
840 to 919 
920 to 999 
1000 to 1079 
1080 to I 159 
I 160 to 1239 
1240 to 1399 
1400 to 1599 
1 600 to 1 999 
2000 to 2399 
2400 or more 



Category 

I 

2 

3 

4 

5 

6 

7 

8 

9 

10 

I I 

12 

13 

14 

15 

16 

17 

18 

19 

20 
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Illustrative sets of questions on 
alcohol consumption 

As inciicatcd in the section on alcohol consumption on page lOh ofthe 
main text, it is not yet possible to recommend a set of questions on 
alcohol consumption Ibr general use in health interview surveys. The 
following sets ot* questions illustrate the types of question that might 
prove suitable. They are derived from questions in the national health 
inter\‘iew surveys of Australia, C'anada. the Netherlands and the United 
States. 

.M.llow long ago did you last ha\e an aletditdic drink? 

{(0 During the last week 
{/)) One week to 1 month ago 

frj One month to 3 months ago ((u^ to A2) 

fc/j Three nnmths to 12 months ago 

frj More than 12 months ago (Idui) 

A2. During the past [week, 2 weeks, etc.] on how many days did you 
drink alcohol, such as [list culturally speeifie illustrations]? 
Number ol' days 

A.TOn the days that you drank alcohol, how many (drinks, glasses, 
etc.] did you ha\e. on a\erage? 

Number ol' [drinks, glasses, cte.l 

1.^7 
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A4.Was your drinking in the past two weeks typical of your usual 
drinking in the past year? 

Yes (End) 

No (Cio to A5) 

A5.Was your drinking in the past two weeks more or less than your 
usual drinking in the past year? 

More 

Less 

If the health interview sur\ey is eondueted during a short calendar 
period, and if that period is a period of typical drinking patterns in the 
nation, the following questions are suggested. 

BLllow long ago did you last have an alcoholic drink? 

(a) During the last week 
(h) One week to 1 month ago 

(c) One month to 3 months ago ((io to B2) 

(d) Three months to 12 months ago 

(c) More than 12 months ago (Laid) 

B2. Thinking about your drinking in the last year, did you usually drink 
alcohol, such as [list culturally specific illustrations] on some days 
of the week? 



Yes ((]o to B3) 

No (End) 

B3.()n how many days during the week did you usually drink alcohol, 
on average? 

Number of days 

B4.()n the days that you di’aiik alcohol, how many [drinks, glasses, 
etc.] did you have, on av'crage? 

Number of [drinks, glasses, etc.] 
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These questions allow a distinction between abstainers and drink- 
ers, using question 1 ; by giving different durations since the last drink, 
several definitions of abstainer may be operationalized. The questions 
also permit measures of frequency of drinking (days per period of time) 
and amount of drinking (drinks per day). The combination of these two 
measures permit ; a measure of quantity per unit of time, as in drinks per 
week. If the culturally specific “drink" (glass, bottle, etc.) is known by 
separate and more detailed studies to contain a reliable average amount 
of alcohol (or ethanol), then an internationally comparable estimate of 
alcohol consumption per unit time can be calculated. 

These questions represent one approach to a minimum basic set of 
questions on alcohol consumption. More detailed questionnaires arc 
available for more complete and accurate measurement of the amount 
of aicohol consumed, and for measurement of other important aspects 
of alcohol consumption, such as types of alcoholic beverage consumed 
and symptoms of alcohol dependence. 

The next set of questions allows for a distinction between drinkers 
and abstainers, based not only on the amount of alcohol consumed but 
also on the types of alcoholic beverage used in one year. The advantage 
is that it is then possible to include or exclude users of certain types of 
alcoholic beverage (such as, for example, low-alcohol beverages) from 
drinkers. Asking for the kinds of beverage can act as a reminder and 
allows for the distinction of categories of drinkers, and the reference 
period is an unambiguous criterion to discriminate drinkers from 
abstainers. 

Cl. Please indicate on the following list which alcoholic beverages you 
drank in the last 12 months (even if only once). 

beer (excluding non-alcoholic beer) 

wine, sherry, port, vermouth 

liqueur, advocaat 

gin, brandy, cognac, whisky, vodka 

long drinks 

low-alcohol beverages 

1 have not drunk any alcohol in the last 12 months 

With respect to the quantities of alcoholic heverayes consumed, 
the following questions can be asked. 
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C‘2. During the last six months, have you over had six or more drinks 
eontaining alcohol in one day? 



C3. During the last six months, how often hav e you had six or more 
drinks containing aleohol in one day? 

(a) every day 

(h) 5-6 times a week 

(c) ,3-4 times a week 

(d) 1 -2 times a week 
(cj 1 "3 times a month 

(/) 3 -5 times in six months 
(}^) 1 -2 times in six months 

This question allows for the detection of persons who are occa- 
sional heav y drinkers. The answer categories allow' for different cut-off 
points by which different types of occasional heavy drinker can be 
classified and added to different types of drinker. 

The following questions relate to frequency and quantity of alcohol 
consumption on weekdays and at weekends separately, and allow for a 
calculation of the total amount of alcohol consumed. Based on these 
results different cut-off points for classification of respondents into 
typos of drinker (e.g. moderate drinkers, heavy drinkers or harmful use) 
can be used. 

C4.Do you usually drink alcohol on weekdays? (i.e. Monday - 
Thursday)? 



C'5.()n how many of the four weekdav’s (i.e. Monday Thursday) do 
you usually drink alcohol? 

(a) 1 day 
(h) 2 days 
(c) 3 days 
(il) 4 days 



(a) Yes 
(h) No 



((jo to C*3) 
(Go to C4) 



(a) Yes 
(h) No 



((jo to C7) 
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C6.H0VV many glasses on average do you drink on sueli a day? 
(i.e. Monday *• Thursday) 

(a) 1 1 or more glasses, namely glasses 

(h) 7 -10 glasses 

(c) 6 glasses 

(d) 4-5 glasses 

(e) 3 glasses 
(J) 2 glasses 
(^) 1 glass 

C'7.I)o you usually drink alcohol at the week-end? (i.e. Friday 
Sunday? 

(a) Yes 

(h) No (laid) 

C'S.On how many of the three weekend days (i.e. Friday Sunday) do 
you usually drink alcohol?"' 

(a) 1 day 
(h) 2 days 
(c) 3 days 

CO. How many glasses on average do you drink on such a day? 
(i.e. Friday Sunday) 

(a) 1 1 or more glasses, namely glasses 

(h) 7- 10 glasses 

(c) 6 glasses 

(d) 4 5 glasses 
(c) 3 glasses 
(/) 2 glasses 
(^) 1 glass 
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- With .th,6 strategy for health tor all:ancl its 38 targets, the .WHO Reglonai 
Office for. Europe has created a 
has developed inte.rnationaiiy . 
agreed indicators. for measuring ’ 
progress towards. the attainment 

_ :.pf the-.targets.,S'onie of these;, 
indicators are .“ciassical” health; 

- Indicators, such as rnortality rate 
and the incidence of. notifiable 

- -diseases, while others reflect 
more recent public health con- 
eernssuch as health-retated • . 
behaviour and quality of life. For 

~ the. latter, group, gathering the ’. 
fnformationnec.ess.aryforrnoni- 
. foring and .evaluating progress is somewhat haphazard. Health ■ 
interview surveys provide the best. - in some cases the drily .- means • 
of. collecting data dri many of these indicators, since they mirror the. ■ • . 
information that only properly, approached individuals may he able to 
provide and ensure that all Subgroups of the population are, covered. 

- Yet such surveys have enjoyed a long tradition bnly in,-a few countries. 

_ Moreover, when these indicators are covered, the results are often riot 
- . ■ comparable, the methods and instruments used to cdllect data have . 
often been developed without International coordination or adapted 
. from those used in other countries, usually with, substantial 
. modification to suifwhat. are perceived to be loqai’requjrements. There • 
“ has also tended to be considerable uncertainty among those 

countries lacking a tradition of health interviewingas to the hast way 
' of'.conducting surveys. Against this background, the WHO Regional 
Office and Statistics Netherlands organized a series of consultations, 
which have resulted in the internationaliy agreed methods and 
instrurnents for health interview surveys set out in this book. These 
_ methods and instruments are likely in the longer term to become 
■ standards, thus improving. comparability of information. 

. This book provides practical guidance on methods for health interview 
. surveys. It is thus essential reading for all concerned in the planning 
and carrying out of such surveys, whether In national statistica) offices 
or in public or. private interviewing agencies. It Will also be useful. t.o all ' 

-. . in the public health community,, including students and ^academics. . 
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